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New Revised Edition 


NDOCRINE DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 
ie . LE MARQUAND, M.D., F.R.C.P., F. H. W 
Zk M.D., M.R.C.P., and W. J. TINDALL, M.D. 
Completely rewritten to conform with current trends in 
wor ence ye and based on the personal observation and 
treatment of patients during the last twenty years. 
367 pages 90 photographic plates 32s, 6d. net 
English Universities Press Ltd., Warwick-square, E.C.4 


\LEFT LIP AND PALATE 
By W. G. HOLDSWORTH, M.B., F.R.C.S. 
Surgeon, Rooksdown House, Basingstoke 
With a’ Foreword by Sir Harotp Gites, C.B.E., F.R.C.8, 


well producéd . . . well illustrated, and contains a wealth 
of indorenation, Lancet. 
137 pages 75 illustrations 35s. net 


Wm. Heinemann Medical Books Ltd., Gt. Russell-street, W.O.1 





HE LAW AND ETHICS OF DENTAL 
PRACTICE 

By R. W. DURAND, M.R.C.S., L.R.C.P. 

Formerly Secretary of the Medical Protection Society 


and 
D. MORGAN. L.D.S. (Leeds) 
Formerly Deputy Dental Secretary of the British Dental 
ion 


Assoc! 
Foreword by Professor ba SL ig M.D.S. Dunelm, F.D.S., 


Professor of Oral Pathology, ~, University 
Director, Newcastle-upon-f'yne Dental School 


Expert guidance on the many any problems which confront the 
dentist 
Demy 8vo 98 + viii Price 7s. 6d. net, plus 4d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


ISABILITIES 
AND HOW TO LIVE WITH THEM 
by 55 Patients 





Demy 8vo 


252 pages Price 10s. 6d. net, plus 6d. postage 


t is because these essays remind us so bpm fy et 
hs tees the book has an especial value for all doc - 
book should become a classic.” 

—Review in British Medical Journal, 








The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


ANAGEMENT OF BURNS 


Six articles prepared by a subcommittee of the 
BRITISH ee ng OF PLASTIC SURGEONS 
Reprinted from THe LANCET with an in 
These articles record the practice of surgeons who are trea‘ 
burns every day and who see the good results of treatmen 


that is carefully planned from the start. Here is their plan, 
fully but briefly set out 


48 pages , Price 2s. 6d. (postage 4d.) 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.0.8 


‘T2ceN IQUES an PHYSIOTHERAPY 


F. L. GREENAILL, Sh, M.C.8. Tet. 
Sister-in-Charge, . Medi Rehabiiitation. Unit, Royal Free 
Gospel Sister thee Rehabilitation Unit, ain End 

Hospital (St. Bartholomew’s); Former Member Council 

Chartered Society of Physiotherapy. 
Assisted b 


ry. 
OC. B. HEALD, 0.B.E., M.D., F.R.C.P., in Rheumatism and Arthritis. 
J. N. Barroy, F.R.©.8., in Burns atid Injuries of the Hand. 
Mr. J. COLSON, M.C.8.P., M.A.0.T., Saraapenal Therapy in 
Medicine and Surgery 


Demy 8vo P 222 +x 8 siete 34 figures 
12s. 6d. net, plus 7d. postage. 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 











New Books 








MULTIPLE SCLEROSIS 
By DOWGLAS McALPINE, M.D., F.R.C.P., NIGEL D. COMPSTON. 
M.D., M.R.C.P., and CHARLES E. LUMSDEN, M.D. 
309 pages. 115 illustrations. 35s. 


Written by a neurologist, a physician and a pathologist, this monograph 
presents in a single volume a comprehensive account of multiple or dis- 
seminated sclerosis largely based on original clinical and pathological 
observations. 


AMPHETAMINE IN CLINICAL MEDICINE 
ACTIONS AND USES 


By W. R. BETT, M.R.C.S., L.R.C.P., yee H. HOWELLS, M.D., 
F.R.C.P., and A. D. MACDONALD, ™.A., ee 
is. 6d. 


This book does not pretend to ise the vol literature on 
this useful but frequently misused drug but it is intended as a guide to the 
busy general practitioner and as such will surely fulfil its purpose. 








E. & S. LIVINGSTONE LTD., 


New Editions 


DISEASES OF THE NERVOUS SYSTEM 

Described for Practitioners and Students 
Eighth Edition. By Sir FRANCIS WALSHE, M.D., D.Sc., F.R.C.P. 
372 pages. 91 illustrations. 
** As an introduction to clinical neurology this book is written in simple 
and direct language which the least experienced in this branch of practice 
should be able to follow.’’"—British Medical Journal. 


TEXTBOOK OF THE RHEUMATIC DISEASES 

Second Edition. Edited by W. S. C. COPEMAN, 0.8.E., M.A., M.D., 
F.R.C.P. 
760 pages. 464 illustrations. 52s. 6d. 
** There is no doubt that this is a valuable contribution to the literature 
of the rheumatic diseases, and will prove itself essential to all who are 
concerned in the teaching and management of this increasingly important 
branch of medicine.”’—Annals of Rheumatic Diseases. 
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NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trustworthiness of THE ORIGINAL 
PRODUCT. Standard works on cardiology and current medical literature contain numerous references to 
the unfailing reliability and constant activity of NATIVELLE’S DIGITALINE. Literature and samples 
will gladly be forwarded on request. 

Supplied in the following forms: TABLETS (Pink) 0-i mg. (1/600 gr.). TABLETS (White) 0-25 mg. (1/240 gr.). 
AMPOULES for intramuscular and intravenous injection 0-2 mg. (1/300 gr.). 


OUABAINE ARNAUD 


May be relied on for constant therapeutic effect whenever Strophanthus preparations are indicated. 
International Standard of Ouabaine kept in National Institute for Medical Research, London. 

Supplied in the following forms: TABLETS 2-5 mg. (1/24 gr.). AMPOULES 0-5 mg. (1/120 gr.) for intramuscular injection. 
AMPOULES 0:25 mg. (1/240 gr.) for intravenous injection. . 

Samples and literature on request. 


LABORATORY NATIVELLE LTD. 
14-171, WHITE LION STREET, LONDON, N.1, and at 19, TEMPLE BAR, DUBLIN 








Throughout the country 


FAILING LACTATION 


continues to be replaced by 


SUCCESSFUL BREASTFEEDING 


with the aid of 


ACTAGOZL. 


THE GALACTAGOGUE 


Samples are always available for clinical trial 
LACTAGOL LTD., 423, LONDON ROAD, MITCHAM, SURREY 

























SHAKESPEARE was a sound observer of clinical medical practice. Many of his 
remarks thereon apply equally well today. Consider his physician in MACBETH— 


Macbeth. How does your patient doctor? 


Doctor. Not so sick my lord 
As she is troubled with thick coming fancies 
That keep her from her rest. 

Macbeth. Cure her of that : 
Cans't thou not minister to a mind diseased, 
Pluck from the memory a rooted sorrow 
Raze out the written troubles of the brain 
And with some sweet oblivious antidote 
Cleanse the stuffed bosom of that perilous stuff 
Which weighs upon the heart? 


Doctor. Therein the patient must minister to himself. 


VALERIAN then as now was a sedative of proved clinical value, but while the 
dialogue rings a familiar note the physician today prescribes for choice 


Elixir vin... Gabail 


IN ALL FORMS OF FUNCTIONAL NEUROSES 


ACTIVE INGREDIENTS : Ext Valerian Liq. (Gabail) equivalent to 
Ext. Valerian Liq. B.P.C. 10%, Strontium Brom. 2% w/v, Chloral 
Hydrate 2% w/v, in a specially flavoured and palatable vehicle. 


7: ANGLO-FRENCH DRUG CO.“ 


Literature and trial sample on request 






Sole 
distributors 


11-12 Guilford St. 
LONDON, W.C.| 
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It supplies the 0% complete 


(MARTINDALE) 


Volume I, 23rd edition 


This new edition provides up-to-date information on the thousand and one drugs used in medical practice. 
ide available to “ethical” proprietaries and has special sections on antibiotics, 
sera and vaccines, blood transfusion, with a comprehensive therapeutic and pharmacological index. 

For the first time it incorporates “Squire’s Companion.” 
page size and more pages than in the past, but retains the handy format introduced seventy years ago. 


Pp. xxii + 1352 


Price 55s. 


Remittance with order is requested 


THE EXTRA PHARMACOPGIA 


The book has been entirely reset with a larger 


(Postage 1s.) 


THE PHARMACEUTICAL PRESS, 17, Bloomsbury Square, London, W.C.1 


(Publishers of the British Pharmaceutical Codex 1954) 
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THE WASHINGTON CHEMICAL CO. LTD. 


has been making Magnesium Chemicals 
of quality for the 


Pharmaceutical Industry 
since the ophthalmoscope was first used. 














THE WASHINGTON CHEMICAL CO. LIMITED * WASHINGTON * CO. DURHAM 


A member of the TURNER & NEWALL ORGANISATION 


























Protective Foods 
in Winter 








During the winter months It is specially impor- 
tant that a well-balanced diet containing a good 
supply of vitamins should be provided to give 
added protection against infection. 


Marmite is a useful protective food, which 
provides the essential vitamins of the B 
oe Spe ina palatable form. An appetising hot 
drink can be made by stirring a teaspoonful of 
Marmite into a cupful of boifing water or hot 


MARMITE 


yeast extract 


contains 


Riboflavin (vitamin B,) 1.5 mg. per oz. 
Niacin (nicotinic acid) 16.5 mg. per oz. 


l-oz. 9d., 2-oz. 1/4, 4-0z. 2/4, 8-oz. 4/-, 16-02. 7/- 
Obtainable from Ch and Grocers 
Special terms for packs for hospitals, welfare centres and schools 





Literature on request 


The Marmite Food Extract Co. Ltd., 35, Seething Lane, London, E.C.3 
5312 
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A practical, concise, and up-to-date 
survey of the whole field 
of modern local anaesthesia 


The Practice of LOCAL 
ANAESTHESIA 


By GEORGE BANKOFF 
M.D., D.Ch., F.R.F.P.S., F.R.CSE. 


This is a new, thoroughly revised Fourth Edition of an outstand- 
ing work by a leading authority. The author presents a reliable 
guide to the nature and application of local anaesthetics to all 
parts of the body, concentrating on simple and conservative 
methods which can be used by surgeons with no special know- 
ledge of anaesthesia. In addition te the value of the book to 
anaesthetists, surgeons and those preparing for the Diploma in 
Anaesthesia, it will also appeal to the general practitioner who 
is so often called upon to undertake various kinds of minor 
surgery. The many illustrations have been almost entirely 
re-drawn for this Fourth Edition, and a new selection of 
photographs has been made. 25/- net. 


PITMAN MEDICAL 
45 New Oxford Street - London, W.C.1 
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The first two issues of the 


DISEASE-A-MONTH 
SERIES 


published by the Year Book Publishers Inc., 
Chicago, have now been released. The sub- 
scription price is 65/- per year. The first 
year, starting with October, 1954, will consist 
of the following monographs :— 


STEAD: Heart Failure. RANTZ: Rheumatic Fever. 
SHANK : Hepatitis. WILKINS : Arterial Hypertension. 
WARTHIN : Gastro-Intestinal Bleeding. STRAUSS : 
Renal Failure. JAWETZ: Urinary Tract Infections. 
RAWSON : Thyrotoxicosis. ALEXANDER : Bronchial 
Asthma. ERNSTENE: Coronary Artery Disease. 
MILLER: Diabetes Mellitus. WINTROBE: The 
Anemias. 


Distributed in the United Kingdom by 
INTERSCIENCE PUBLISHERS, LTD. @) 
i 


88-90 Chancery Lane, London, W.C.2 



























NEW EDITIONS 





December 20 


A SYNOPSIS OF SURGERY (Hey Groves’) 
Edited by SIR CECIL WAKELEY, Bt., K.B.E., C.B. 
14th Edition. 7} x 4% in. 660 pp. 208 illustrations, 
13 in colour. 30s., post 1s, 3d. 
This compact volume presents an epitome of the 
salient facts in surgical practice in such a manner 
that they may be ~sily referred to or revised. The 
latest revision hac ):2n very thoroughly carried out, 
and due weight has been given to the rapid advances 
made in surgery in recent years. 


“Hey Groves’s Synopsis of Surgery is a household name a t 
students and practitioners alike. . .. We have nothing but praise for 
this book and it will still continue to be a great favourite amongst 
students and practitioners.”—Medical Press. 


November 30 


PHYSICAL SIGNS IN CLINICAL SURGERY 
By HAMILTON BAILEY, assisted by ALLAN CLAIN 
12th Edition. 8% x 5h in. 466 Ee. 681 illustrations, 
many in colour. 8s. 6d., post 1s. 3d. 
A thorough revision has waa been made, with a 
new chapter on Supplementary Physical Signs added. 
Mr. Allan Clain has rearranged the material so as to 
include a chapter on the Orbit, has combined the 
chapters on the Spine and Sacro-iliac Joints to include 
new matter, and has .revised those concerning 
Fractures and Blood Vessels. 


“* This excellent book has already received such a measure of praise 
from réviewers and such obvious welcome from readers, that to 
extol it further would be a work of supererogation ... one of ye tte | 
best of its kind in the English language. "— British Medical J 


JOHN WRIGHT & SONS LTD., BRISTOL 
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{ARMOUR & COMPANT LTO.) 






HAMPDEN PARK, EASTBOURNE, SUSSEX 740 





AMISYN 


tablets 


» combining 


ACETOMENAPHTHONE 
B.P. — 10 mg. 


NICOTINAMIDE B.P. — — 50 mg. 


FOR THE TREAT- 
MENT OF CHILBLAINS 








THE ARMOUR LABORATORIES 


Telephone : Telegrams : 
HAMPDEN PARK ARMOLAB 
EASTBOURNE 
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PERNIVIT utilises the 
\ vasodilator properties of 
7 nicotinic acid and 
the effect of vitamin K 
in maintaining normal 
blood coagulability 
and vascular permeability. 
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‘PERNIVIT? for chilblains 


Effective both in the treatment and in the subsequent prevention of | 
chilblains. Irritation and inflammation are quickly relieved. lit 
Dosage-Adults :— two to six tablets daily immediately after meals. i) 


————— 
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Children :— half this dosage. The basic N.H.S. price of Pernivit is 2/- «( 

(bottle of 50 tablets). Literature and specimen packings are available )) 

on request. i) 
\ May be prescribed on form E.C.10. y) 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.I «( 
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ULCER 
EMOTIONS»: 


EMOTIONAL 
DISTURBANCE... 


A close association has been shown to exist between certain 
emotional disturbances and changes in gastric function. 
Increased acid secretion has been observed to foliow 
emotional reactions of a combative nature and the 
importance of controlling gastric acidity in the 
management of peptic ulcer is widely recognised. 
* Aludrox’ Amphoteric Gel, buffers gastric acid to a 
pH of 3.5 to 4.0, at the same time providing a protective < 
gel barrier over the surface of the ulcer. Healing is 
thus able to proceed whilst the risk of alkalosis 
is avoided and normal digestion is unimpaired. 


‘ALUDROQX’ 


John Wyeth & Brother Ltd., Clifton House, Euston Road, London, N.W.1 
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Save time on urine tests with... 


CLINITEST ans ACETEST 


Reagent Tablets 
for the detection of Glycosuria 


TRADE MARK 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in one minute ! 





CLINITEST 


No external heating - No measuring of reagents 


Approved by the Medical Advisory Committee of 
the Diabetic Association. The ‘Clinitest’ sct, refills 
and accessories are all available under the N.H.S. on 
Form E.C.10. (Basic Drug Tariff Prices : Set 6/8 
complete. Refill bottles of 36 tablets 2/4.) 


HOSPITAL PACK 


An invaluable time-saver in wards and clinics. 
Write for details and hospital prices. 


AMES COMPANY (Lonpon) LTD. 
Sole Distributors for the United Kingdom and Eire: 
DON S. MOMAND LTD., 58 ALBANY STREET, LONDON, NWI 


Specialists, General Practitioners, Clinics and 
Hospitals in all parts of the country have used and 
prescribed ‘Clinitest’ Reagent Tablets since 1947. 
Many valuable hours have been saved. Now after 
intensive research work and clinical trials the 
makers of ‘Clinitest’ Reagent Tablets have pro- 
duced ‘Acetest’ Reagent Tablets for the detection of 
Ketonuria. With ‘Clinitest’ and ‘ Acetest’ Reagent 
Tablets, reliable routine sugar and acetone tests can 
be carried out simultaneously in one minute! 








The advantages of ACETEST 
Reagent Tablets 


Quick and reliable, a single tablet provides all the 
reagents to perform a test. Low cost permits this 
tablet test to be used asa screening procedure or as a 
routine for diabetic patients. No danger of false 
positives with normal urine. No caustic reagents. 


TO PERFORM A TEST: 


| Put 1 drop of urine on tablet. 

2 Take readigg at 30 seconds. 
Compare tablet to colour chart 
provided. 

3 Record results as negative, 
trace, moderate or 
positive. 

Supplied in bottles of 100 tablets 

with colour scale. 


“T bon inrennat 
Pad INGREDIENTS 
‘Acetest” Reagent Tablets ohtinowcen A 
(diagnosti¢ nitroprusside tabs.) ae 
are also available under the 
N.H.S. on Form E.C.10. Basic 
Drug Tariff price 3/10 per bottle 
of 100 tablets (with colour scale). 





REFERENCES 


(1954) ‘Clinical Tests for Ketonuria’, 
‘Lancet’, April 17th, pp. 801/804 


(1954) ‘ Medicine Illustrated’, May, p. 289 


(1954) ‘ Practical Clinical Biochemistry’, 
Heinemann, p. 74 


(1954) ‘ Clinical Tests for Ketonuria’, 
* Lancet’, July 10th, p. 95 
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Supplied : 


Aleudrin solution 1% for use with a 
Lewlab Inhaler; 


for aerosol use dilute 3 to 5 times 


Aleudrin tablets of 0.02 g 


for sublingual administration 


ALEULRIN 


Paves the way for combined 
' q@erosol treatment with antibiotics = 
and sulphonamides = 


LEWIS LABORATORIES LTD. LEEDS 9 


ASTHMA 


Bronchospasm in bronchitis, 
emphysema, silicosis 


postoperative 
pulmonary atelectasis 
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AUREOMYCIN 


Chlortetracycline 
simplify antibiotic therapy in general practice 
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Aureomycin is now derestricted and can be prescribed on N.H.S. Form E.C.10 


So much evidence exists testifying the supreme value of Aureomycin in medical practice that 
Lederle research has perfected no less than 1§ different pharmaceutical presentations of the 
antibiotic. Now that Aureomycin is derestricted, doctors in general practice can select from 
this wide range of preparations the precise form which best meets the urgent needs of the 
patient. The Aureomycin range now includes :— : 


Capsules Ointment Soluble Tablets 

Dental Cones Ophthalmic Spersoids* 
Ointment Dispersible Powder 

apne rae Ophthalmic Syrup 

Intravenoust Oral Drops Troches 

Nasal Otic Vaginal Powder 


Average adult dose 1 Gm. daily 


} At present available to Hospitals only. * Trade mark. 


LEDERLE LABORATORIES DIVISION 


} Ganamid Products Li 


FOR LEADERSHIP BUSH HOUSE - ALDWYCH - LONDON, W.C.2 * TEMPLE BAR 5411 
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It is becoming customary to recognize nervous 
dyspepsia as a syndrome in its own right, and one which 
. benefits from administration of the antispasmodic ‘Merbentyl’. 
“Merbentyl’ has both neurotropic and musculotropic 
effect upon smooth muscle of the gastro-intestinal and genito-urinary tracts. 
It gives excellent results in the treatment of functional gastro-intestinal 
disorders and in the relief of painful spasm due to organic 


gastro-intestinal disease. Compared with other antispasmodics, both 


natural and synthetic, ‘Merbentyl’ is strikingly free from side-etfects. 


MERBENTYL Tablets each containing 10 mg. 
Diethylaminocarbethoxybicyclohexyl 
hydro-hloride. 


MERBENTYL 


MERBENTYL WITH PHENOBARBI TONE 
Tablets each containing 10 mg. 





Diethylaminocarbethoxybicyclohexy! distributed in the United Kingdom & Eire by 
Aitnaih bide ond 15 mg. * RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 
PhenoborBitone for the Wm. S. Merrell Company , London, 


Each in bottles of 50 and 250 tablets 
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TRAFURIL 
CREAM 


containing 5°/ w/w tetrahydrofurfuryl nicotinic acid ester 
in a water-miscible base 


IMPROVES LOCAL CIRCULATION 
relieving pain or irritation in 
RHEUMATIC SYNDROMES - -CHILBLAINS 


SPRAINS AND STRAINS 


Available in Tubes of 20g. and eine of 1 lb. 





*Trafuril’ is @ registered trade mark. Reg. user : 


CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 


Telephone : Horsham 1234 Telegrams : Cibalabs, Hersham 
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In a wide 
range of 
common skin 
disorders 





— the outstanding tar-sulphur-salicylic-ointment — is effective in many common 
skin disorders. The cetyl-alcohol-coal-tar distillate retains the therapeutic activity of 


crude coal-tar but is less likely to irritate and does not stain. 


The effectiveness of all the active components is enhanced by the special oil-in- 
water emulsion base. ‘Pragmatar’ is convenient to use on both glabrous and hairy 
surfaces, and is therefore particularly useful in the general care and hygiene of the 
seborrhoeic scalp. 


SEBORRHOEIC DERMATITIS - FUNGOUS INFECTIONS 
ECZEMATOUS ERUPTIONS - PSORIASIS 


the i d tar-sulphur-salicyli id ointment. 
‘Pragmatar’? jiic.«—.— 


Issued in 1-02. tubes. 
Formula : Cetyl-alcohol-coal-tar distillate 4°%, ; sulphur 3°/, ; Salicylic acid 3% ; 
in a washable base. 


For cost to N.H.S., please see M. & J. list of costs dated April 1954 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
PRP24 for Smith Kline & French International Co., owner of the trade mark ‘ Pragmatar’ 
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Ciearing the Channel 


An action firm but gentle, prompt but lasting—that is the requirement when 
clearing nasal congestion. ‘Vasylox’, a new vasoconstrictor, meets this need. 
‘Vasylox’ restores free breathing without causing central stimulation, sleep- 
lessness, or interference with ciliary motility. Neither irritating nor stinging, 
it may be used for patients of any age, even for infants. ‘ Vasylox’, which 
contains 0-25 per cent of methoxamine hydrochloride, is issued in |/2 oz. 
bottles with separate dropper. 
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SOLUTION OF METHOXAMINE HYDROCHLORIDE 


FOR NASAL CONGESTION 


eS WELLCOME & CO. GHé WELLCOME FOUNDATION LTD) LONDON 
na ll 
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Nowapays particular interest is centred around vitamin By—not only on 
account of its specific action in pernicious anaemia (that, of course, is un- 


doubted), but because it appears to be of marked benefit in certain other 
conditions. 


Cc Vv T A M E N Bis has, in fact, brought prompt—sometimes dramatic—results in trigeminal 


neuralgia. The vitamin has also been used with good effect in herpes zoster, 
osteoarthritis and osteoporosis, seborrhoeic dermatitis and neuropathies such 
as those resulting from alcoholism and malnutrition. Moreover, Bis therapy is 
a frequently followed by a marked improvement in appetite, vigour and well- 
GLAXO: being—indeed for this “ tonic” effect, a few doses of 50 micrograms every 


5 second day usually suffice. 


TRADE MARK 


crystalline vitamin Bn 


20, 50, 100 and 250 micrograms per cc., in boxes of 6; also 1,000 micrograms per cc. in boxes of 3 
GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX BYRon 3434 


Jhe night passes serenely 
to a fresh awakening... 


a ‘Pulvules’ filled car 
Sl arcbtturales SECONAL sopium 


~< € 


“TUINAL’ 


Q k Sé 


gr 


SY ‘SODIUM AMYTAL’ ‘AMYTAL’ 
— lly br 1d Sodium Am . ae 


g Tale gr 4 gr. 4. gr. zt and gr. ts 


ELI LILLY & COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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THE DESIGN OF CLINICAL EXPERIMENTS * 


D. D. Rem 
M.D. Aberd., Ph.D. Lond. 
READER IN EPIDEMIOLOGY AND VITAL STATISTICS IN THE 
UNIVERSITY OF LONDON, AT THE LONDON SCHOOL OF HYGIENE 
AND TROPICAL MEDICINE 


Moliére, writing his plays in the France of the 17th 
century, found it hard to believe that the medicine of 
his time had any scientific basis. A comment in the 
Malade Imaginaire is typical : 

‘** Your Monsieur Purgon is no cheat ; he’s all doctor from 
head to heels, believes more firmly in ‘his rules than in ail 
the demonstrations of mathematics and would consider it a 
crime to wish to examine them. He sees nothing obscure 
in medicine, nothing difficult; he prescribes bleeding and 
purging at random with a vehemence of prejudice, an inflexi- 
bility of confidence, a defiance of reason and common sense, 
that hesitates at nothing. He means you no ill in what he 
does to you; he'll despatch you with the best faith in the 
world; and in killing you he'll do only what he’s done to 
his wife and children and will do, if necessary, to himself.” 


Since Moliére’s day, I do believe, the profession has 
made some progress in the difficult task of appraising 
new methods of treatment. Like Moliére’s hypochon- 
driac, we have been so effectively clystered by Greenwocd 
and purged by Bradford Hill that few of us retain, for 
example, our innocent childhood belief that, because the 
fatality-rate of a disease falls at the same time as a new 
treatment is introduced, we are necessarily observing 
cause and effect. Our sharpened scientific consciences 
whisper insistently ‘* Yes—but where are your controls ? ”’ 


Control Groups 


Because life is short and art so long and 80 very hard, 
one can sympathise with some clinical investigators 
who were recently seduced by a new form of that hardy 
perennial, the historical control. They felt that the results 
in a current series of patients given a new form of treat- 
ment could be effectively controlled by a comparison 
with results in a group, carefully matched according to 
clinical condition, and treated in the same hospital 
sometime in the recent past. 

Densen and his colleagues, in the United States, have 
lately shown how treacherous such a comparison can be. 
They attempted to find suitable controls for a series of 
patients (with aortic regurgitation due to syphilis) treated 
with penicillin in two similar hospital departments. The 
clinical conditions of these patients and of ‘‘ controls ’’ 
drawn from the past records of the clinics were apparently 
identical. But a closer examination of the other impor- 
tant factors, such as race and age distribution, and of 
the methods of treatment before the recognition of 
cardiovascular syphilis, showed that there were wide 
differences not only between hospitals but even between 
penicillin and pre-penicillin groups within the same 
hospital. Even when the data from the two groups 
were matched more closely by standardising for major 
factors such as age and sex, the two groups differed 
quite markedly in other respects which were at least as 
important to ultimate prognosis, such as duration of 
treatment and the codperation of the patient. When 
these sources of bias are coupled with the frequent 
omissions of relevant data in the routine clinical records 
of previous cases, the limitations of this retrospective 
type of controlled inquiry become obvious. 

Similar difficulties may arise even in contemporary 
trials of a new drug in different hospitals at the same 





* This lecture formed one of a series, on the Scientific Basis 
of Medicine, delivered by various speakers at the 
Postgraduate Medical School of London, 1954. 

1. Densen, P. M., Padget, P., Webster, B., Nicol, C.8., Rich, C. jun. 
Amer. J, Syph. 1952, 36, 64. 
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time where no scuba RSS allicahion of patients to 
fixed treatment schedules has been carried out. 


Tuberculous meningitis is one of the few diseases 
where the historical type of control is quite appropriate. 
fatality-rate 
which followed the diagnosis of this disease was likely 
to be due to a new mode of treatment. In some recent 
trials of streptomycin in the treatment of tuberculous 
meningitis, therefore, no conservatively treated controls 
were required. But in this instance no fixed treatment 
programmes detailing the dosage, frequency, and manner 
of injection were laid down, and the manner of treatment 
for each patient depended entirely upon the attending 
physician. Some preliminary results looked like the 
‘** total’? row in table 1. They clearly imply that the 
larger the dosage the worse the result. It will be seen, 
however, from table 1, that when the data are analysed 
according to the severity of the case as measured by 
certain clinical criteria, the results look different. Clearly, 
although the trend in the ‘ total’? column is towards 
a higher fatality-rate with higher dosage, within each 
severity group the higher the dosage the lower the 
fatality-rate. .The apparent superiority of low dosages 
is simply due to a relatively higher proportion of earlier 
cases in the low-dosage group. What has happened is 
obvious ; in the free economy of an unplanned trial, the 
physician naturally adjusts the dosage to the demands 
of the seriousness of the case—i.e., the high dosage is 
& result of clinical severity rather than a cause of it. 

















TABLE I 
Dosage 
diietiengeiiccinidllal —— 
Clinical grade Low } High 
Cases \Deaths| | Fatality- | Cases \De at watasty- 

Karly. : 80 | yan ~ 30% by / 10 2 | 3% 

Mode rate and | } ) | 
advanced .. 20 16 | 80% 40 28 | 70% 
Total 100 | 40 | 40% | 50 | 30 | 60% 





In fact, in pide with infections of apparently onal 
severity, the larger doses seem to give better results. 

In this particular instance it was possible to salvage 
results which were suggestive, although little more, by 
increasing the precision of the grading of clinical severity. 
But too often assessment of the value of new treatments 
is vitiated by putting too much weight on the claims of 
different centres whose published series of patients with 
the same diagnostic label (e.g., hypertension) consist of 
differing proportions of cases of varying degrees of 
severity, followed up for varying lengths of time and 
given widely divergent forms of ancillary treatment. In 
these circumstances it is hardly surprising that, as 
Densen! concluded from his studies, the controlled 
clinical trial has to be accepted as the only statistically 
satisfactory method of appraising the worth of changes 
in treatment. 

The Doctor’s Dilemma 


Unfortunately, as The Lancet remarked recently, 
‘* Science has no bargain basement,’’ and it would be 
idle to pretend that the trial of new remedies is entirely 
a matter of simple statistics. The difficulties are ethical 
as well as practical. With the introduction of each new 
antibiotic the natural tendency is for the physician, 
encouraged by optimistic preliminary reports, to feel 
that his patients’ welfare is best served by the exhibition 
of the latest antibacterial agent, and that any clinical 
trial which deprives some ‘“‘ control’’ patients of its 
help is quite unethical. On the other hand, bitter 
experience has shown the occasional serious risk involved 
in the use of these new and powerful drugs. In the less 
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seriously ill patients, where a mere speeding up of the 
process of natural recovery has to be balanced against 
a small but perceptible ultimate mortal risk, the decision 
to use a new drug cannot, in any case, be lightly under- 
taken. The doctor’s dilemma has been wittily if gro- 
tesquely put by Bernard Shaw in the introduction to 
his play of that name (which is itself as effective a plea 
for scientific medicine as any). : 

‘** T cannot knock my shins severely without forcing on some 
surgeon the difficult question—‘ Could I not make a better 
use of a pocketful of guineas than this man is making of his 
eg? Could he not write as well or even better on one leg 
than on two ? and the guineas would make all the difference 
to me just now. My wife—my pretty ones—the leg may 
mortify—it is always safer to operate—he will be well in a 
fortnight—artificial legs are now so well made that they are 
really better than the natural ones—evolution is towards 
motors and leglessness,’ etc., etc.” 

By this cruel reductio ad absurdum, Shaw was of course 
merely tilting at the frail basis of so many of our pro- 
fessional decisions. Before we jump to the conclusion 
that the promising results of preliminary trials make it 
a crime against humanity to retain half one’s patients 
on the established mode of treatment rather than give 
them all the new drug, we might reflect on the prob- 
ability that, although it takes a relatively small series 
of cases to show that a new drug cures more effectively 
than the old, it may take many cases to uncover its 
occasional lethal side-effects. Until that long experience 
has been accumulated, the patient given a new drug 
runs an unknown risk which must be balanced against 
any anticipated immediate benefit. The acute perfora- 
tion of a peptic ulcer may be too high a price to pay 
for the temporary alleviation of rheumatic pain by 
cortisone. When the effect of a new treatment is 
dramatic, giving—like streptomycin in tuberculous 
meningitis—hope of survival when there was none before, 
no trial involving controls treated without streptomycin 
would be proper. In these circumstances the place of 
the controlled clinical trial is in the comparison of the 
effect of variations upon the broad theme of strepto- 
mycin treatment, whereby small but definite improve- 
ment in survival-rates may be obtained. The very 
smallness of these improvements demands an increased 
sensitivity from the clinical experiment if they are to 
be speedily discerned. Yet to fail to sift out these small 
improvements by carefully planned clinical investigation 
would be in itself a lapse in the professional ethic. In 
short, the controlled clinical trial is ethical when there 
is some sound presumptive evidence of the value of a 
new drug, but equally, considerable doubt about its 
complete superiority, in terms of immediate efficacy and 
long term side-effects, over the currently accepted 
treatment of choice. 

The practical difficulties of the design of a clinical 
trial have already been pointed out. We must ensure 
the homogeneity of the clinical material ; we must allow 
for the known major sources of variation; we must 
arrange for the unbiased allocation of patients to 
different forms of treatment. 


Coéperative Research 

I doubt whether Bismarck had clinical trials in mind 
when he asserted that ‘* only a fool learns from his own 
experience ’’; but it is certainly true that, for the less 
common serious human disorders, no one hospital has 
the number of cases within a short space of time which 
would provide a quick and accurate assessment of the 
advantages and risks of a new drug. Inevitably, 
coéperative research has thus become a necessity of 
modern scientific medicine. 

The technique and organisation of codperative clinical 
trials has been described in detail by Bradford Hill.? 
I need only emphasise principles in practice by outlining 





2. Hill, A. B. Brit. med. Bull. 1951, 7, 278. 


a variant of these methods used in a recent clinical 
investigation of the value of hormone therapy in the 
prevention of stillbirths and neonatal deaths among the 
offspring of diabetic mothers. 

A review of the clinical descriptions of the various 
degrees of severity of diabetes and associated cardio- 
vascular disease in pregnant women soon showed how 
greatly foetal mortality-rates were affected by the type 
and severity of maternal disease. For results in different 
clinics to be comparable, therefore, a strict definition of the 
type of case to be admitted to the trial was laid down. 

The two major known sources of variation affecting 
foetal and neonatal survival are the age and parity of 
the mother: they were taken into account by arranging 
that, within each of the hospitals taking part, roughly 
equal numbers of hormone-treated and non-hormone- 
treated patients were in each age and parity group. 
Within that age and parity group, however, the allocation 
of individual patients to alternative forms of treatment 
was entirely random. This was all done centrally, so 
that there was no need to use the “sealed orders ”’ 
technique to ensure that the physicians in charge of 
these patients were quite unaware of the allocation 
given. Tablets, active or inert, sent back to the hospital 
were identical in packing, appearance, and taste, and 
were marked, not with a letter, but simply with the 
patient’s serial number. Dosage instructions were the 
same for all patients. These seemingly elaborate pre- 
cautions are really necessary: an observant clinician 
may soon divine from the occurrence of a side-effect 
that a series of bottles marked A contain some active 
principle and that the B’s must be the inert controls. 
Yet when we have to depend on the objectivity of that 
clinician’s assessment in comparing results in the two 
series, no pains must be spared to exclude the effects 
of the personal bias which is almost inevitably present. 

In the American work already mentioned, they found 
that, in the retrospective inquiry based on two series in 
the same hospital matched for age and clinical condition, 
inspection of the records showed that this had done little 
to ensuring matching in characteristics which would 
certainly affect the prognosis in cerebrovascular syphilis. 

In a planned prospective study like the present one, 
on the other hand, we have equalised for hospital, age, 
and parity ; and we assume that, over the whole series, 
the system of random allocation will result in a reasonable 
equality in all other respects relevant to the outcome. 
We should, however, certainly try to confirm this. 
First, we can look back to see whether there had been 
any major difference in the previous obstetric history of 
the women, in the two groups. In one group the fetal 
loss-rate was 53% in previous pregnancies ; in the other 
it was 52%. Secondly, we can go forward in time to 
compare the experience of these two groups of mothers 
during their present pregnancy with respect to some 
characteristic which was distinct from the main criterion 
used in the assessment of results—e.g., the incidence of 
cedema of the limbs, which was 58% in one group and 
52% in the other. Thus we can go on with confidence 
to interpret any difference in stillbirth and neonatal 
mortality-rates in favour of the hormone-treated group 
as likely to be the result of hormone therapy. 


The Patient as His Own Control 

Such clinical trials require relatively simple robust 
designs, but demand the codperation, with close central 
control, of many hospital centres. They were primarily 
devised to meet the problem of the study of the relatively 
infrequent major condition where the ultimate criterion 
may be the patient’s life or death. As analysis of general 
practitioners’ prescriptions emphasises, however, the 
great bulk of medical practice is less taken up with the 
dramatic iife and death struggle than with the alleviation 
of the suffering and discomfort of chronic disease. The 
optimum treatment of conditions which are dismissed as 
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iinor only by those who do not suffer from them, is 
irely important. But of the gallons of medicines which 
early surge down the throats of the British public, only 

proportion have been subjected to rigorous clinical 
issessment. There is- here an opportunity for another 

ind of clinical trial ; for the intelligent patient suffering 
from a chronic disease such as rheumatoid arthritis is 
only too well aware of the vagaries of his condition and 
ihe multiplicity of remedies of doubtful efficacy. In 
this context, the codperative patient enters more fully 
into the spirit and practice of the trial of new preparations 
and the term ‘‘clinical experiment’’ can be used 
without inhibitions. 

The essertial distinction between the large-scale trials 
already described and the experimental assessment of 
palliatives in chronic disease is of course that, instead 
of the different drugs being tested on different patients, 
they may be assayed by serial administration to the 
same patient over a period of time. This sort of approach 
has the obvious advantage that, since each drug is tested 
consecutively on the same patient, variations due to 
(ifferences in responsiveness between patients is elimi- 
nated. But the fact that the different drugs have to be 
given at different times brings its own difficulties in the 
design of the clinical trial. 

Time trends, such as seasonal improvements or the 
order in which effective and ineffective drugs are 
administered, may well lead to a confusion between 
psychological and other disturbing effects and true results 
of treatment. A useful preliminary to any therapeutic 
trial is, therefore, a pilot study of the factors affecting 
the proposed criterion of treatment effect when no 
treatment is being applied at all—what R.A.F. bomber 
types used to call ‘‘ the dummy run.’ In the clinical 
investigation of chronic bronchitis, for example, repeated 
tests of the ratio of residual volume to total lung capacity 
were made on a series of individuals over the spring 
and summer months. For any individual, the residual- 
volume/total-lung-capacity ratios during March, April, 
and May may be, for example, 51, 44, 37—giving an 
impression of the usual improvement with the summer 
in chronic bronchitis. These readings, on the other hand, 
were the first, second, and third to be made on that 
patient, and the apparent improvement may well be due 
simply to the effect of practice on test performance. 
We can sort these two factors out roughly by classifying 
the data by month of test and order of test and seeing 
whether—e.g., within any one month—there is any 
consistent difference between men being tested for the 
first, second, or third time. To illustrate this general 
idea, one reading was taken from each patient in the 
series so that we obtained values representing each 
order of test performed in each month. The results are 
given in table 1. One patient examined for the first 
time in March had a reading of 64; another tested in 

\pril for the second time had a reading of 54; &c. 
Since equal numbers of first, second, third, &c., tests 
have been made in each month, we can safely compare 
the mean result in March, April, and May, knowing that 
the factor of order of test has an equal effect in each 
month. Similarly, we can compare the average values 
obtained at first, second, third, &c., tests, since any 
seasonal differences will have the same effect on each 
order. There is a clear suggestion of a change in level 
of function between the first and succeeding tests, and 
between the spring of March and April and the summer 
of May. Even these preliminary and scanty data should 
hus be enough to suggest that the factors of seasonal 
mprovement and test adaptation or learning must be 
aken into account in any clinical experiment which 
ises pulmonary function as a criterion of therapeutic 
ffect. Indeed, small-scale pilot investigations such as 
his are an invaluable form of preliminary reconnaisance. 


3. Friend, J. H. Personal communication. 
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TABLE II 


Month of Test 








Order 
Order average 
March April May 
1 64 65 61 | 63 
2 57 54 49 53 
3 51 62 48 54 
4 59 50 47 52 
Month averages 58 58 51 


They show the major factors affecting the criterion and 
thus point out the stratification by order of test, age 
of patient, or season of the year, which will be useful 
in designing the experiment. They suggest the degree 
of variability in the criterion used and thus the numbers 
of patients likely to be required. But most of all they 
pinpoint the practica] difficulties to be avoided in the 
full-scale experiment. 

Sources of variation in results may not always be so 
obvious, and the possibility of some subtle unsuspected 
associations between, say, the order of presentation of 
drugs and the patient’s psychological reaction to them, 
must be allowed for in the experimental design. How 
may this be effected ? A recent small-scale study illus- 
trates the sort of experimental plan which may prove 
useful in this context. 

A series of patients suffering from painful arthritic 
changes in various joints were invited to take part in a 
trial of three ointments intended for the relief of articular 
pain. These ointments were dispensed in identical 
containers. The house-physician, who was unaware of 
the nature of the ointments, administered them according 
to a prearranged randomised plan in turn to the affected 
joint in each patient on successive visits to the clinic 
Thus patient A used the three ointments X, Y, Z on 
his left elbow in that order on the first three visits ; 
and the order was reversed for the next three. Patient B, 
with an affected left wrist, was allocated to the order 
Y, Z, X, and so on. For groups of 3 patients the order 
list was : 


Order 
Patient 1 2 3 f 5 6 
Bie _ xX Y Z Z Y x 
| ee oh Y Z xX x Z = 
os. a's Z x Y Y x Z 


° 

You will observe that this is a balanced design. 
Sometimes, in clinical investigations, wrong conclu- 
sions may be drawn from the results of unbalanced 
observations. If, to take an extremely artificial example, 
measurements of blood-urea levels were taken at intervals 
in a series of patients after sympathectomy for malignant 
hypertension, the results might be : 


Patient Year 1 Year 2 Year 3 Year 4 
A ve a 80 
B oe. ayers 50 ee! 50 
Cc ee ee 40 0% 40 eo 40 
D .< sie 30 a 30 as 30 es 30 
Average oa 50 a’ 40 ach 35 wt 30 


Looking at the trend in the yearly averages, one might 
suppose that sympathectomy had been followed by a 
consistent fall in the blood-urea levels over the years. 
But when we look at the results in any one patient the 
blood-urea level has been unaffected during the period 
of observation. The apparent trend is due entirely to 
the successive elimination, by death, of the patients 
with the higher initial blood-urea levels. Averages are 
thus useful but sometimes deceptive measures of group 
response. 

In a balanced design such as this, on the other hand, 
we can compare the average response in the three 
treatments with confidence that in all relevant respects, 
the conditions of clinical testing were identical for X, 
Y, and Z. Thus each ointment has been tried twice 
and only twice on each patient, so that any differences 
in response between. patients have an equal effect ou 
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the mean response to each agent. Similarly, each 
ointment has been tested once in each order of presen- 
tation from first to sixth. Thus any tendency to natural 
recovery over a period of time affects all three equally. 
Again each drug has preceded any other (e.g., X before Y) 
just as often as they have been administered in the 
reverse order (Y before X) ; and these two sets of orders 
are repeated in the same patients. In this way the 
effect of any tendency for patients to make implicit 
comparisons between any ointment and the one adminis- 
tered immediately before-is neutralised. 

All these disturbing factors have thus been accounted 
for by this balanced type of design where the initial 
allocation of drug orders to patients has been on a 
strictly random basis. Sometimes the order of presenta- 
tion or differences between patients may not be numeri- 
sally important ; but at least by comparing, for example, 
the response-rate for the three ointments when they are 
given first, second, third, &c., we can tell just* how 
important that factor is. If it is not important, we can 
safely ignore it in the interpretation of our results and we 
need not keep looking anxiously back over our shoulders 
and wondering whether something more subtle, associated 
with the order, was obscuring the direct comparison of 
the average responses by the patients on X, Y, and Z. 

As always, the criterion of response to treatment is 
fundamental to the value of a clinical trial. Our pristine 
faith in the apparently objective evidence of X-ray 
results has been rudely shattered by the work of Birkelo 
and his colleagues * who showed that not only do 
different radiologists disagree about the same film, but 
even the same radiologist will disagree with himself on 
a later presentation of that same film. Similar investi- 
gations have given an equally rough handling to time- 
honoured clinical methods of history-taking 5 and physical 
examination.® In the experiment I have just described, 
only the simplest criteria were used. The customer, in 
the first place, is presumed to be always right. He was 
asked by the house-physician to say whether he had 
experienced no, slight, or marked improvement in either 
pain, discomfort, or stiffness one and three hours after 
using the ointment. The consistency of his response can 
be most directly measured by comparing his response to 
the same ointment when it is given on different occasions. 

As an independent cross-check, a senior clinician, 
who was ignorant both of the preparation used and the 
patient’s replies, was asked to record any objective 
change in joint movement, swelling, and tenderness one 
hour after the use of the ointment. The percentage 
improvements were (at the end of one hour) in summary : 


Opinion _ xX _ ¥ as Z 
Patient ss 48 oe 55 a 48 
Physician - 22 - 31 ” 24 


Z was a simple vanishing-cream with no active counter- 
irritant added at all. X was a standard preparation, 
and Y a new ointment under trial. The complete equality 
in result between X and Z is to my mind an indication 
of the reliability of these simple experimental procedures 
and a renewed warning of the eternal need for the 
inactive placebo to guard against the purely psycho- 
logical effects of any and all forms of treatment. On 
the other hand, the consistency between the independent 
unbiased opinions of patient and observing clinician even 
with these trifling differences does suggest that the 
overlapping of subjective and objective impressions in 
this way may help to solve the criterion problem in 
clinical experimentation in chronic disabling disease. 
‘** Significant ”’ 

You will have noticed that I have made no mention 

of the use of technical tests of significance. To my mind 
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they are the less important part of the whole corpu 
of the theory and practice of experimental design. Th: 
major advance in scientific methods of thought made by 7 
the Fisherian school of mathematical statisticians is thi 
concept of balanced design, which accounts for known 
major sources of variation, and the element of randon 
allocation, which equalises the effects of chance aberra 
tions on treated and control groups alike. In published 
accounts of clinical investigations, the gross mistakes 
are seldom due to the statistical test of significance: 
being either absent or inappropriate. Errors in interpre- 
tation occur because the experiment was unbalanced 
and ill conceived, and because its results were therefore 
obscured by clinical heterogeneity, biased allocation, 
unequal applications of criteria of cure or improvement, 
selection, or unforeseen factors. These errors are best 
appreciated by the clinical investigator himself. 

The application of tests of significance is certamly of 
great value as a clue to the perceptive and a check to 
the unwary ; but I have always had a sneaking sympathy 
with the dictum of a bellicose friend of one of The 
Lancet’s peripatetic correspondents: “If it hits you 
between the eyes, laddie, it’s significant ; if it doesn’t, 
it isn’t.’ Unfortunately, perhaps, this is only true when 
the results derive from a simple, carefully planned and 
balanced trial on fairly large numbers. Wherever 
possible, the basic pilot experiments should be repeated 





until the clinical as well as the technical significance of 
the pattern of results is evident. To cap one crude 
aphorism with another : ‘‘ Take care of the experimental 
design and the tests of significance will take care of 
themselves.’’ Certainly, if the design and execution of 
a clinical experiment is sound, any good ‘‘ cook-book ”’ 
of statistics (as the Americans have it), will help over 
the necessary arithmetic of a technical test. 
* * * 

It would be dishonest to suggest that these heresies 
have percolated far into clinical as opposed to laboratory 
medicine, and if you are rash enough to practise what I 
preach, you may well meet the awful fate described by 
P. G. Wodehouse : ‘‘ Golf and the world golfs with you ; 
hawk, and you hawk alone.’’ But my own conviction, 
born of painful personal experience, is that we in medicine 
have so much to learn from the stern discipline of 
scientific method, that the results would justify even the 
risks of the professional isolation of the pioneer. 


SYME’S AMPUTATION 


J. H. SHELSWELL 
M.B. Mance., F.R.C.S. 
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WHEN Syme (1843) first described his amputation, a 
similar operation had already been tried by Baudens 
(1842), of the Hotel des Invalides, Paris. This operation, 
described by Baudens as tibiotarsal disarticulation, had 
failed because the flaps were fashioned from the skin of 
either the medial or the lateral side of the ankle, which 
could not withstand the pressure of an end-bearing stump. 
So this amputation was widely condemned, especially 
by the military surgeons. 

Syme modified the operation successfully by designing 
a heel-flap and removing the projecting malleoli. Various 
modifications of his technique have since been suggested, 
but only two have enjoyed any popularity : 

(1) Pirogoff (1854) removed the articular surface of the lowe: 
end of the tibia and swung forwards the posterior tuberosits 
of the os calcis to cover the raw surface of the tibia. At first 


sight this appeared attractive, but in those days the main 
hazard of any amputation was sepsis, and Syme’s insistence 
on maintaining the medullary cavity of the tibia intac' 
proved more acceptable. Although sepsis is no longer a serious 








co Jo 


— oF 


Cy, tae 








954 





orpu 

Th 
de by 
is thi 
mnoOWwL 
ndom 
berra 
lished 
stakes 
icant 
erpre- 
janced 
refore 
‘ation, 
ment, 
e best 


nly of 
eck to 
pathy 
f The 
s you 
oesn’t, 
» when 
d and 
erever 
peated 
nee of 
crude 
mental 
are of 
hion of 
book ”’ 


p over 


eresies 
ratory 
what I 
bed by 
h you ; 
riction, 
edicine 
line of 
ren the 


SPITAL, 


tion, a 
audens 
ration, 
mn, had 
skin of 
which 
stump. 
vecially 


signing 
Various 
gested, 


he lowe! 
berosit\ 
At firs t 
16 mai! 
sistenc: 
» intact 
4 serious 








THE LANCET] 


TABLE I—REASONS FOR 305 AMPUTATIONS IN 302 PATIENTS 


Cause of amputation 
Varinjury .. a 
ivilian injury ~ 
uberculosis of foot 7 és - “ns 1 
rostbite ae re “ a% “ 1 
)steomyelitis ae se rT es oe 1 
ongenital deformity 

{mmersion foot ‘a es 
‘eripheral vascular disease 
eripheral-nerve injury 

Poliomyelitis. . - 

Spina bifida .. 
tumours 
scalds. . ve éo ee de a% na 

Unknown o0 - ui a. o% : 2 


No. of amputations 
es 18 


~~ oO 
fet i SO eT 


hazard, Pirogoff’s modification has lost popularity because 
the operation reduces the clearance under the tibial stump 
vhere every millimetre is of value in housing the artificial 
inkle-joint. 

(2) The second major modification was introduced in 
1928 by R. C. Elmslie and was soon adopted by surgeons 
working in the service of the Ministry cf Pensions: it con- 
sisted in cutting through the tibia and fibula three-quarters 
of an inch proximal to the articular surface, thus allowing 
extra space for fitting a prosthesis. This became known in 
Great Britain as the modified Syme’s amputation. Canadian 
practice (Alldredge and Thompson 1946) is still to divide the 
tibia and fibula so as to leave an island of cartilage in the 
centre of the tibial stump. 


Syme believed that his operation would supersede 
the below-knee amputation in the great majority of cases, 
since in his view most conditions below the knee for 
which amputation was indicated involved the foot rather 
than the lower third of the leg. Recently, however, the 
view has been held that the longer stump was of limited 
value because it was intrinsically unsatisfactory and not 
infrequently called for reamputation. 

Little (1922), writing from his experience with war pen- 
sioners, thought that sepsis was likely to produce an unsatis- 
factory stump ; and, since most of his patients were subjected 


TABLE II—REASONS FOR 28 EARLY REAMPUTATIONS 


Cause of immediate failure 
Acute sepsis .. rs 
Chronic sepsis ee 
Gangrene of stump .. 
Temporary Syme’s only 
Neuroma formation 
Multiple injuries 


No. of amputations 
9 


—- 
— mt 8S OO ee 


to amputation because of septic wounds, he viewed Syme’s 
operation with reserve. 

Kuhns and Wilson (1928) reported a reamputation-rate of 
15% and felt that, if a Syme’s amputation were not end- 
bearing, it was better to reamputate at the site of election 
below the knee. 

Langdale-Kelham and Perkins (1942) were of the opinion 
that the stump did not tolerate end-bearing for more than 
about eight years; and they pointed out that the artificial 
limb never looked anything but artificial. They hoped that 
the modified Syme’s would soon be as dead as the original 
Syme’s. 

Gallie (1942) reviewed the experience of the Canadian sur- 
geons and found that ‘it was the best of all amputations of 
the lower limb and that when well done it allows a man to 
stand and walk all day, to follow the plough, to work in a 
factory or do most of the things that a normal man can do.” 
He attributed the majority of troublesome sequele to 
inefficient limb-fitting. 

This controversy has continued since the end of the 
1914-18 war. For this reason an investigation was under- 
taken, at the request of Mr. St. J. D. Buxton, F.R.C,S., 
to assess the practical value of the Syme’s amputation, 
and the results are reported here. 


Survey 


At the time of this investigation 25,158 amputees were 
under the care of Queen Mary’s (Roehampton) Hospital, 
Ministry of Pensions. Syme’s amputations accounted for 
534 (2%), and below-knee amputations for almost 12,000 
(48%). The notes of the Syme’s amputees showed that 
302 patients had undergone 305 amputations either as 
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a result of injuries received in the 1914-18 war, or for 
civilian injuries or disease acquired either earlier or 
between the two wars, and the remaining 229 had 
suffered amputation for injuries received either in the 
1939-45 war or later, in which case they had been trans- 
ferred to the care of the Ministry of Pensions after the 
inception of the National Health Service in 1948. These 
last were not considered in this survey, because their 
history was too short. 


Reasons for Amputation 

Table I shows the reasons for the 305 amputations in 
the 302 patients under review. The operations were 
done in a wide range of military and civilian hospitals 
throughout the country. Most of the civilian injuries 
were caused by wheels running over the feet and were 
common in shunters, railway porters, and miners. 
Reamputations 

Of these 305 amputations 28 were immediate failures in 
that reamputation was necessary within less than a year. 
The causes of immediate failure are shown in table n. 

TABLE III- 


Cause of failure 
Vascular insufficiency 


REASONS FOR 45 LATE REAMPUTATIONS 


No. of amputations 
99 


Sepsis. . ‘bs = Se 19 
Peripheral vascular disease 8 
Peripheral-nerve injury ea 4 
Technically poor amputation 3 
Painful neuromata ne 2 
Radiotherapy 1 
Ankylosis of knee 1 
Miscellaneous 8 


977 


There are therefore 277 amputations available for 
study, the operations having been done fifteen or more 
years previously. Of these 277 amputations 45 had 
become unsatisfactory, and the stumps had been reampu- 
tated. The commonest cause of failure was a vascular 
syndrome characterised by coldness, blueness, congestion, 
and eventual ulceration or gangrene. This vascular 
insufficiency was the cause of failure in 22 cases, and came 
on with remarkable regularity at about twenty years 
after amputation, the average age of the patient being 
56. It seems likely that the interference with the anasto- 
mosis around the ankle-joint at the time of amputation 
permanently diminishes the blood-supply to the lower 
part of the stufmp. The arteriosclerotic changes common 
in patients aged more than 50 may well become significant, 
and then a slight diminution in circulation is sufficient 
to alter the balance between adequate nutrition and 
ischemia, These and other causes of failure are shown in 
table 11. 

The technically poor operations responsible for 3 
failures were interesting : 

(1) In 1 patient the medial malleolus and the lower end of 
the fibula were left intact and caused such pain that the stump 


TABLE IV—ACTIVITY OF 64 PATIENTS 


Distance walked (miles) No. of patients 
20 “. Se P 13 


10 ie ie _ ny - 21 
5 ea Si af is ea aly 12 
9 

2 - +? ifs als 2 : 14 
Less than 2 ae a aia as os 4 


never could bear weight. Reamputation was done at the site 
of election below the knee, but reshaping of the stump might 
well have sufficed. 

(2) In a second patient, who had a sciatic-nerve lesion, 
there was an area on the medial side of the heel which had 
normal sensibility while the rest of the foot was hypoesthetic. 
The skin on the medial side was used to form a heel-flap, but 
the amputation was both high and oblique and led to a painful 
unsatisfactory stump. Both these patients were satisfied with 
the usual below-knee amputation. 

(3) In the third case gangrene supervened in the skin-flap 
(see below). 


In the miscellaneous group of 8 patients was 1 bilateral 
Syme’s amputee who was subjected to reamputation 
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simply because it was thought that bilateral below-knee 
stumps are less incapacitating than double Syme’s 
stumps ; 1 patient demanded reamputation because, as 
he later admitted, he thought he would obtain more 
compensation ; and 4 other patients in this group under- 
went reamputation because of difficulty in limb-fitting, 
and 2 were dissatisfied with the resulting below-knee 
stumps. None of these patients was offered a revision of 
the Syme’s amputation ; opinion at that time was such 
that a Syme’s amputee who complained of his stump 
was offered reamputation at the below-knee level without 
trial of more conservative operations. 

None of the patients who had suffered Syme’s amputa- 
tion for peripheral-nerve injury retained the long stump 
for more than three years. This was because the skin- 
flaps had to be modified to exclude areas in which either 
the sensibility was abnormal or neuropathic ulceration 
was present, and sepsis supervened. 

In his original paper Syme emphasised the importance 
of avoiding division of the posterior tibial artery above 
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Fig. |—Survivals after 305 amputations in 302 patients. 
reamputations. 


Hatched, 
Each histogram shows number still surviving. 


its bifureation; this was said to prevent ischemic 
necrosis of the medial side of the heel-flap. Only 1 
example of this complication was found in this series. 


Long Prosthesis 

Not all unsatisfactory amputation stumps come to 
reamputation. The Ministry of Pensions supplies a longer 
limb than the normal Syme’s appliance, which is a below- 
knee prosthesis. The longer limb has a thigh corset, 
which may be ischial-bearing if necessary. The long 
appliance is not end-bearing, for weight is borne partially 
by the tibial condyles and partially through the thigh 
cuff; this instrument has undoubtedly saved many 
Syme’s stumps from reamputation. These long limbs, 
however, are heavier than the standard below-knee 
pattern and therefore unpopular. 

The introduction of the modified Syme’s amputation led 
to the malleoli being removed higher up and to a reduc- 
tion of the swelling normally present at the end of the 
stump. The conical stump so produced tends to ride up 
and down during walking, and this piston action inside 
the prosthesis tends to make the stump abraided and 
sore ; this movement is aggravated by the wasting of the 
calf muscles, and in this respect the original Syme’s 
amputation with its bulbous type of stump is more 
satisfactory 
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Fig. 2—Percentages of survivals after 305 amputations. 


Bursitis and callosity formation were responsible for 
the conversion to the long type of limb in several cases, 
but this was sometimes caused by the patient’s failure 
to maintain the artificial limb in good condition. Rather 
an insidious type of trouble occurs when the patient can 
no longer manage with one stump sock and takes to 
wearing either several woollen ones or feminine silk ones. 
Aching pain in the stump, callosity formation, chilblains, 
and odema are characteristic of this condition. This was 
a warning of impending failure and the need for conver- 
sion to the above-knee type of limb. Altogether 31 
patients had to convert from a below-knee to an above- 
knee appliance. 

Not all conversions to a long limb were caused by local 
trouble with the limb. For example, a racing driver 
could not press the pedals so accurately or so hard with 
the short limb but was perfectly efficient with a thigh 
corset. Another patient could not ride a bicycle to work 
with a short limb but could manage reasonably well when 
supplied with a long limb. 


Absence of Trouble 

In the remaining 201 Syme’s amputations there had 
never been any trouble attributable to the stumps. It 
was decided to examine a representative number of such 
cases and to compare them with a similar number of 
below-knee amputations. 75 patients selected from the 
original total of 534 because they lived within twenty-five 
miles of London and irrespective of their length of history 
were requested to attend for examination ; 66 attended 
and 9 refused. None of the refusals was due to trouble 
with the limb: some patients were too old to travel long 
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listances, but ‘most could not afford to take a day off 
work. 

Examination of the 66 patients disclosed that 64 
were capable of prolonged physical effort. Several could 
walk long distances, and a few could play games such as 
tennis. The results are shown in table tv. 

2 patients were so grossly incapacitated by other dis- 
abilities that they could no longer walk more than a few 
yards: 1 had contracted poliomyelitis soon after the 
amputation and had been unable to walk more than fifty 
yards since ; and the other had serious cardiac disease. 

33 patients could run in an emergency, but their 
progression was really a hop, skip, and jump. 21 were 
sufficiently agile to play tennis, and 2 played amateur 
football, one of the latter being a frequent attender at the 
limb-fitting centre because he often broke his artificial 
lunbs kicking the ball up the field. 

51 patients could stand all day at work without undue 
discomfort, although 10 complained of pain after four 
hours’ standing, and 5 after two hours’. This did not 
prevent their doing sedentary jobs, 
and they did not lose long periods 
off work through disability in the 
limb. 16 of the men were engaged 
in heavy work, such as farming, 
iron moulding, and steel-scaffold 
erection. 

The good Syme’s amputation 
stump tolerates as much exercise 
as a good below-knee stump but 
in addition allows the patient to 
walk on the bare stump. . Many 
patients walked about the house 
without the prosthesis and suffered 
no discomfort. The patient who was 
followed up for seventy-four years 
after amputation still walks in her 
garden without the artificial limb. 
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EARLY LATE All the patients were asked their 
coop FAILURE opinion on the amputation, and 
Fig. 4—Results of 305 most were enthusiastic in its favour. 
amputations. The 3! All the women disapproved of the 

minor complications artificial limb because it was bulky 


mentioned in the text 
were really difficulties 
of limb-fitting and are 
therefore not shown as 
failures of stumps. 


around the ankle and impossible 
to conceal, Since the artificial limb 
for a below-knee amputation can 
be matched so well with the 
normal leg, it is doubtful whether 
a Syme’s amputation should ever be done in the female 
patient. It appears to be ideal for a man employed 
in heavy labour. One patient, for instance, while working 
in a ditch, broke his artificial limb and walked home four 
miles without any discomfort, with the artificial limb 
under his arm; this would have been impossible with a 
more proximal amputation. 

The conclusion is that the Syme’s amputee can do 
anything of which the below-knee amputee is capable, 
and has certain benefits which the latter does not possess. 
A poor below-knee stump is a much more difficult 
problem than a poor Syme’s stump. 

RESULTS 

The reamputation-rate in this series was 20-4% (73 
reamputations). Of these 73 reamputations 28 (38% 
had to be done within a year. The average follow-up of 
all 302 cases was 29-6 years. If the 28 immediate failures 
are excluded (it should be possible in future to diminish 
the number of immediate failures by careful choice of 
case and by improved technique) the reamputation-rate is 
16-4%. Survivals and the fate of the amputation stumps 
are shown in figs. 1-3. Fig. 3 shows survivals in the ran- 
dom sample of 66 patients with good Syme’s stumps. 
Fig. 4 shows the results in the 305 amputations. 


Double Amputees.—3 patients had bilateral Syme’s 


amputations ; 8 had a below-knee amputation on the 
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other side; and 2 had an above-knee amputation on 
the other side. It is not surprising that these patients 
preferred the Syme’s stump. 1 patient with a Chopart 
stump and a Syme’s stump stated that they were equally 
good. 

Summary 


305 Syme’s amputations were studied in 302 patients. 

73 of these patients came to reamputation because of 
major complications, 28 of them within a year. 

31 of the remaining patients had minor complications 
which produced sufficient symptoms to make necessary 
an above-knee prosthesis. 

201 patients (66%) had satisfactory Syme’s stumps. 

My thanks are due to Mr. H. J. Seddon, c.M.G., F.R.C.S., 
who read the paper; Mr. St. J. D. Buxton, F.R.c.s., who 
instigated the investigation ; Mr. J. A. Mantle, F.R.c.s., who 
helped to examine the patients in the early phase of the 
investigation ; and the records departments of the Royal 
National Orthopedic Hospital and Queen Mary’s Hospital, 
Roehampton. 
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STUDIES ON SHINGLES 
IS THE VIRUS ORDINARY CHICKENPOX VIRUS ? 


R. E. Horr Smupson 
M.R.C.S. 
DIRECTOR, EPIDEMIOLOGICAL RESEARCH UNIT, PUBLIC HEALTH 
LABORATORY SERVICE, CIRENCESTER, GLOS 


WHEN a case of shingles occurs in a household, it is 
liable to be followed by cases apparently of chickenpox 
—especially among the younger members. To understand 
the nature of shingles itself one must know whether this 
derivative disease is ordinary chickenpox or, as some 
suggest (e.g., Seiler 1949), a similar syndrome caused by 
another organism. If both types of varicella—ordinary 
chickenpox and “ Z-varicella’’ caught from shingles— 
are caused by the one agent, then the shingles is a 
manifestation of the chickenpox virus and the persons 
with zoster excrete the causal organism of chickenpox 
in its infectious state. If, on the contrary, Z-varicella 
is not caused by ordinary chickenpox virus, then shingles 
is no manifestation of chickenpox virus and our under- 
standing of its nature must be based on an entirely 
different conception. 

There are three possibilities : 

(1) Ordinary varicella and Z-varicella are caused by the 

same virus. 

(2) They are caused by totally unrelated agents. 

(3) The virus of ordinary chickenpox differs from that of 

Z-varicella but is related to it. 


Probably the first of these explanations is the one at 
present accepted by most medical men, but in the absence 
of evidence one 6pinion is worth no more than another. 
The simple methods of field epidemiology ought to be 
able to provide this evidence ; for the natural history 
of the causal parasite of chickenpox is reflected in the 
effects produced in its normal habitat, the human body, 
and in its behaviour in the human community. The 
familiar clinical syndrome is but one—possibly not even 
the most important—of its specific characteristics. .There 
are in addition the following relatively stable properties : 

1. The interval between the invasion of the host and the 
production of particular symptoms of illness. This is measured 
by the incubation period. 
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Fig. |—The Yell chickenpox outbreak of 1954. 


2. The duration of the reproductive cycle of the virus, 
measured by the serial interval between causally related cases. 

3. The characteristic degree of infectiousness for the host 
species. This is measured by the domiciliary attack-rate 
among those who have not previously had chickenpox. 

4. An immunising effect rendering those who have been 
attacked resistant to subsequent challenge by the virus of 
chickenpox, but (so far as is known) not affecting resistance 
to other virus species. 

[f ordinary varicella and Z-varicella are caused by the 
same virus, they will have the same incubation period, 
serial interval, and infectiousness ; and those who have 
suffered an attack of the one will be refractory to challenge 
by the other. 

If they are caused by unrelated agents, their clinical 
similarity is fortuitous. Although the two diseases look 
alike, there are likely to be dissimilarities of reproductive 
cyele or of invasive properties, reflected in differences of 
incubation period, serial interval, and attack-rate ; and 
an attack by one should confer no immunity to the 
other. 

The view that they are caused by distinct but related 
viruses offers an attractive intermediate position. 
A mutant organism, for instance, might produce an 
illness identical with that due to the parent strain, and 
would be likely to possess the same reproductive pattern, 
exemplified by an identical incubation period and serial 
interval. One would expect to find some rise or fall in 
infectiousness with the occurrence of a mutation. Even 
if all these host-virus interactions were identical, some 
immunogenic difference would be present. An attack of 
chickenpox should leave the patient with a stronger 
barrier against further chickenpox than against Z-vari- 
cella, and vice versa. 


To reach a decision we therefore have to compare the 


following features in the two types of varicella : 


(e) Infectiousness of 
had chickenpox. 

(f) Infectiousness of chickenpox among those who have 
had Z-varicella. 


Z-varicella among those who have 


Methods and Material 


The serial interval and the infectiousness amongst 
susceptibles were determined as previously described 
(Hope Simpson 1952). Infectionusness amongst immunes 
is computed from the exposure-transmission rate in the 
household among those known to have undergone a 
previous attack of the disease. The bionomics of chicken- 
pox virus given in my previous paper have been amply 
confirmed by subsequent experience in the same area 
of Gloucestershire. For several years we have also 
collected similar information for Z-varicella in the same 
area. In this paper I am not concerned with Z-varicella 
derived directly from cases of zoster, but with infection 
of chickenpox susceptibles by patients with Z-varicella. 

Unfortunately, in the Cirencester area in six years, 
85 cases of zoster have given rise to only 6 cases of 
Z-varicella and these have produced only 5 further cases. 
To obtain sufficient numbers an epidemic of Z-varicella 
seemed necessary; but, even if this had happened, 
ordinary chickenpox is so common, and there is so much 
mixing of the population, that one would lack confidence 
in the purity of the data, 

In 1946 Peterson and Black described how, in 1945, 
shingles in a school-teacher in the island of Yell in the 
Shetlands gave rise to an outbreak of chickenpox in the 
pupils. Last March, in the course of correspondence 
about the 1945 epidemic, Dr. Peterson informed us that 
the chain of events appeared to be repeating itself and 
that cases of chickenpox were occurring in the family 
of a man with shingles. Two of his children attended 
the local junior school, others the secondary school 
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Fig. 2—The Yell chickenpox cases (1954) analysed according to the school. 


two cases. 


Transmissions are indicated by a continuous line between the 


The gap between the last attendance at school of case 4 on March 22 and case 6 in the school on May 3 is evident. 
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ind remote. Memories are long and accurate. The 
mysterious information service is rapid and accurate, 
ind the people are intelligent and codperative. We 
therefore took the opportunity to study the homes of 
17 other persons who had suffered from shingles, and of 
everyone affected by chickenpox in the 1945 outbreak 
of Z-varicella. We were often able to check the memories 
of the islanders against such records as the school register, 
and almost always the memory was accurate. 


Results 


Fig. 1 shows the course of this year’s outbreak ; and 
one can well understand the assumption that it was 
wholly derived from the one case of shingles. But the 
differential analysis (fig. 2) shows a gap in the Mid Yell 
schools between case 4 and case 6. 

Case 6, a child living in a remote hamlet on the east coast, 
could have maintained the epidemic only by direct contact 
with the cases in Herra, eight miles away on the west coast. 
This link was not impossible because four of the Herra cases 
were her cousins; but she had in fact had no contact with 
them, having spent her Easter holiday on the mainland of 
Shetland. As it turned out, there had been cases of chicken- 
pox in her lodgings at Lerwick while she was there; and 
the time of her attack is such as to leave no doubt that she 
was infected on the mainland. Apart from those at Herra, all 
subsequent cases in the epidemic of Yell, 81 in number, 
stemmed not from the family at Herra but from this gir]’s 
imported chickenpox. 

At Lerwick we were able to follow this alien race of virus 
backwards for several generations, and the information 


suggested that chickenpox had been endemic with periods of 
epidemicity for at least a year in the Shetland capital. 


We therefore regard the 1954 Yell epidemic, apart from 
the 9 Herra cases, as one of ordinary chickenpox. This 
being so, we have three groups of figures for comparison : 
(1) ordinary chickenpox in Gloucestershire ; (2) ordinary 
chickenpox in Yell; and (3) Z-varicella in Yell. 
The Illness 

Clinically Z-varicella does not differ from ordinary 
varicella. The range of severity is similar, both sorts 
producing many mild cases and some of great severity. 
In both, age is important in determining the severity of 
the disease, adults and older children usually suffering 
more severely than their juniors. 
Incubation Period 

We have been unable to secure any reliable incubation 
periods for Z-varicella. 
Duration of Reproductive Cycle 

The following are the figures for the reproductive 
eyele as measured by the serial interval for the three 
groups of cases : 

Mean cycle 


(days) 
Ordinary varicella in Cirencester area (178 intervals) .. - 14-0 
Ordinary varicella in Yell (32 intervals) .. 34 et 14-0 
Z-varicella in Yell (14 intervals) .. m4 15-1 
Z-varicella in Yell (5 generations of virus in 69 day a 13-8 


One erratic interval in the Z-varicella group is responsible 
for raising the mean of this rather small number of 
observations. Nevertheless the groups accord reasonably 
well. 


Infectiousness amongst Chickenpox Susceptibles 

The domiciliary exposure-transmission rates among 
those who have never had either sort of varicella provides 
a measure of the infectiousness of the viruses in each 
group of cases. They were: 


Exposures Transmissions ss 

o 

Ordinary varicella in Cirencester 282 e% ‘ ig 61-0 
Ordinary varicella in Yell ; 77 3 oa 58-4 
Z-varicella in Yell ea 30 ‘a is at 63:3 


The rates in the three groups bespeak a similar degree 
of infectiousness. In order to test the degree of cross- 
protection, they can be used to estimate the expected 
in contrast to the actual number of transmissions when 
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those who have previously had one sort of varicella are 
exposed to the other sort (see below). 
Infectiousness Amongst Immunes 

The protective effect of a previous attack of varicella, 
of whichever type, is shown below by the exposure- 
transmission rate among those known to have had an 
attack, when exposed afresh to the following viruses : 


Exposures Transmissions Rate 
Ordinary varicella virus, Ciren- 
cester . -. » 864 oa 0 a 0 
Ordinary varicella virus, Yell . . 77 - 0 “4 0 
Z-varicella Yell .. oe és 58 - 0 i 0 


If there are two sorts of varicella virus, even if they 
afford some degree of cross-protection, one would expect 
to see some transmissions in at least one of these groups ; 
but in each case immunity is solid when compared with 


the attack-rate among those who have not previously 
had an attack. 


Response to Z-varicella Virus of those who have had Ordinary 
Chickenpox 

In Yell we were able to examine the fate, when exposed 
to Z-varicella virus, of a few persons who were known 
to have had ordinary chickenpox. The expected number 
of transmissions in the absence of any cross-protection 
was calculated from the attack-rate, and is given alongside 
the actual number as follows : 


Exposures 28. Expected transmissions 18. Rate 63:3%. 


Actual transmissions a, Rate 0. 

Although the numbers are small, it appears that ordinary 
chickenpox provides a solid protection against Z-varicella 
virus. 
Response to the Virus of Ordinary Chickenpox of those 
who have had Z-varicella 

The number of cases in which we were able to test 
the converse state of affairs—in which persons with a 
past history of Z-varicella were exposed to ordinary 
chickenpox virus—is even smaller, but the results are 
again clear cut. 


Exposures 13. Expected transmissions 8. Rate 610%. 
Actual transmissions \). Rate 0. 
Comment 


The evidence collected is strongly in favour of the 
view that the virus of varicella derived from zoster is 
identical withthe virus of ordinary varicella, The clinical 
nesses are indistinguishable ; the reproductive cycles 
of the viruses produce not very different serial intervals ; 
the two viruses have the same order of infectiousness 
against those who have never had either disease; and 
each virus confers a protection against the other, which 
within the limits of these observations appears to be 
complete. 

The only definition that can be given of ‘ ordinary ”’ 
chickenpex is ‘varicella not known to have been 
derived from a case of shingles.” It is impossible to be 
sure that any line of chickenpox could not eventually 
be traced back to a case of shingles. This does not 
invalidate the conclusion that there appears to be only 
one type of chickenpox virus, whether or not the 
chickenpox is caught from shingles. Some cases of 
shingles disseminate ordinary infectious chickenpox virus, 
and in these cases the lesions of zoster are themselves 
manifestations of the activity of that virus. Although 
the picture is far from complete, and there may even 
be other sorts of zoster unconnected with varicella virus, 
here is a basis on which to build a conception of the 
nature of at least one type of shingles. 


Summary 
Previous evidence had left without a complete answer 
the question whether the chickenpox caught from shingles 
is due to the virus of ordinary chickenpox, or to an 
unrelated virus, or to a virus of a distinct but related 
species. 
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In order to decide the matter, cases of ordinary 
chickenpox in Gloucestershire were compared with cases 
of ordinary chickenpox on the Shetland island of Yell 
and also of chickenpox caught from cases of shingles 
(Z-varicella) on the same island. 

No distinction between the three groups could be 
found in the clinical manifestations, in the mean repro- 
ductive cycles, in the infectiousness of the disease, or 
in the solidity of the protection conferred by a previous 
attack against varicella of the same, or of the alternative 
origin—in fact the crossed immunity appeared to be 
complete. 

It is concluded that the varicella caught from shingles 
is due to the same virus as ordinary chickenpox. 

It is possible to acknowledge only a proportion of the help 
we have had. The Shetlanders of the island of Yell coéperated 
enthusiastically, and their encouragement and _ hospitality 
greatly eased the difficulties of the work. Dr. P. H. Peterson 
of Mid Yell provided us with transport and local knowledge 
and helped in many other ways. Dr. 8. A. B. Black, medical 
officer of health for the County of Zetland, and Miss M. Shearer 
helped us unreservedly in Lerwick. .I am glad of the 
opportunity to thank all these, and many others unnamed. 
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THE EFFECTS OF METHYLPENTYNOL 


Puitie TROTTER 
B.D.S. Birm., H.D.D. Edin., L.D.S. R.C.S. 
SENIOR LECTURER, KING’S COLLEGE HOSPITAL DENTAL SCHOOL, 
UNIVERSITY OF LONDON 


SINCE methylpentynol was introduced as a premedicant 
for allaying apprehension in dental patients its use has 
become widespread in both dentistry and medicine 
(Trotter 1953, Boag 1954, Rendell 1954, Davis 1954, 
Glatt 1954, Simpson 1954, Bourne 1954). 

It has been administered to 3000 dental patients in the 
extraction department of this hospital. These patients 
were ambulatory, in most cases unaccompanied, and left 
the clinic on foot or by public or private transport. No 
undesirable effects have been reported, nor have any 
patients (many have paid return visits) reported any 
interference with their normal behaviour. A few have felt 
slightly drowsy during treatment, but they were able to 
leave the hospital immediately after the operation. 
Nevertheless it was thought desirable to attempt to 
answer more accurately the following questions : 


(1) Does methylpentynol detrimentally affect the behaviour 
and reactions of normal ambulant patients ? 
(2) What are the time of onset and the duration of the 
effects induced by the drug ? 
(3) Are the actions of methylpentynol like those of ethyl 
alcohol ? 
Investigation A 


A reaction-testing machine was used, simulating a car 
in respect of accelerator, brake, and clutch pedals, the 
accelerator being coupled to a speedometer so that a 
constant ‘‘ speed ’’ could be maintained. The apparatus 
also carried an indicator, consisting of a combination of 
lights connected to a timing clock, graduated in tenths 
of a second. The connections were such that the clock 
started when the appropriate combination of lights 
showed, and stopped on the depression of the foot-brake 
pedal, the amount of the depression needed to stop the 
clock being equivalent to the average “‘ play ’’ found in a 
real car. 

This apparatus could also be used as a stop-watch 
device as the subject of the experiment may not know 
how to drive a car. 
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The light indicator consisted of an illuminated panel 
showing three triangles. By an incorporated automatic 
selection switch the individual triangles changed colour 
in various combinations of yellow, green, and red, the 
signal to apply pressure on the ‘ brake’’ pedal being 
three red triangles shown simultaneously. 

Although there was a definite series of combinations, 
these changed at irregular intervals, thus eliminating, so 
far as possible, anticipation of the ‘‘ three red ”’ stop sign. 
One sequence, however, always recurred—i.e., two lower 
triangles red with top triangle green, next top green 
turning red, leaving three reds—the stop sign. (This 
point will be discussed later in the summary of results.) 

The results were tabulated under four main headings : 

(1) Practice test. 

(2) Normal reaction test before administration of drug. 

(3) Reaction test fifteen minutes after adminitration of drug. 

(4) Reaction test sixty minutes after administration of drug. 


(2), (3), and (4) were subdivided into : 

(a) Series without use of accelerator—i.e., brake pedal 
acting as a simple timing stop switch (in case the person 
under test could not drive a car). 

(6) Series with use of accelerator so that speedometer 
registered 30 m.p.h., thus simulating the normal driving 
position. 


Three readings (in tenths of a second) were taken at each 
test and the averages were assessed. Also recorded were 
the subject’s age, the time when food was last taken, 
the nature and amount of the drug, and the subject’s 
comments. 

Students aged 21-27 were coépted for these experi- 
ments. 

RESULTS 
Objective Findings 

There was a slight variation in normal reaction-time 
between different persons, and, although the measure- 
ments were in tenths of a second, the alertness of some 
people was noted. However, the three reaction-times 
bore a close resemblance, and, though a long reaction- 
time was rarely found, several short reaction-times were 
registered. It was soon evident that this shortened 
reaction-time was due to the fact that the combination 
of two lower red triangles with green upper one regularly 
preceded the combination of three red triangles—the 
stop sign. When questioned the student always remarked 
that he (or she) had noticed this sequence, and, being 
forewarned by the two reds and a green, was ready to 
react immediately the pattern changed. This persisted 
throughout the investigation and indicates that any 
regular sequence of lights or the like should be avoided, 
especially in testing intelligent persons. 

Though it was inevitable that performance should 
improve with practice, the differences thus caused were 
reduced by allowing each student to familiarise himself 
with the tests by trying them before any drugs were given. 

One important factor was the possibility of a false 
response—i.e., the student might react when he should 
not. This was in evidence during practice. However, 
during the whole series of tests both before and after 
the administration of methylpentynol a false response 
was uncommon. The tests with methylpentynol and 
alcohol were made on different days under similar 
conditions. 

Fifteen minutes after the administration of methyl- 
pentynol 500 mg. (2 capsules of ‘ Oblivon ’) it was found 
that in 17 instances (average of three readings) the speed 
of reaction was improved, in 12 unaltered, and in 13 
deteriorated. An hour after the administration of 


methylpentynol the speed of reaction was improved in 
19 tests (average of three readings), unaltered in 15, and 
deteriorated in 8. 
about 1%. 
Fifteen minutes after the administration of ethyl alcohol 
(16 drachms of whisky = 6-4 drachms of pure alcohol) 


In these tests false responses were 
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it was found that in 5 tests (average of three readings) 
the speed of reaction was improved, in 8 unaltered, and 
in 13 deteriorated. An hour after the administration of 
ethyl alcohol the speed of reaction was improved in 2 
tests (average of three readings), unaltered in 8, and 
deteriorated in 6. In these tests false responses were 
about 12%. 

Subjective Findings 

After the administration of methylpentynol 500 mg. 
all the students 
except one experi- 
enced effects from 
thedrug. They 
thought that 
they entered the 
second test—i.e., 
the first test after 
the administration 
of the drug—with 
more confidence 
and were less ner- 
vous. Although 
there was a change 
in the subjects’ 
outlook and ap- 
proach after the 
administration of 
methylpentynol, 
their carefree atti- 
tudes were not 
those of reckless- 
ness or abandon, 
nor was the power 
of concentration apparently impaired. Further tests were 
undertaken to confirm this. 

After the administration of ethyl alcohol (16 drachms 
of whisky) there was far less elation than with the methyl- 
pentynol. This applied equally to those who regularly 
drank spirits and on whom spirits in small quantity had 
little or no apparent effect. Those on whom the ethyl 
alcohol had some apparent effect stated that with it they 
felt ‘‘on guard ”’ or ‘‘ as though someone might easily 
make them look foolish,’? whereas nobody expressed 
such a view after taking methylpentynol. 

Comments 

Methylpentynol, where it took effect, broke down the 
apparent student/lecturer barrier. Indeed the students 
developed a ‘‘ hail-fellow-well-met”’ attitude and made 
remarks (although controlled) that they would not have 
made in normal circumstances. 

The normal relationship returned after the effects of 
the drug had worn off. This change of attitude was quite 
noticeable although rather difficult to express, for the 
students became in no way disrespectful but more 





Fig. I—The McDougall-Schuster dotter 
(lid raised). 





Fig. 2—Before dmini ation of thyl 
pentynol. (Arrow indicates breaking point.) 
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Fig. 3—Fifteen minutes after administration 
of methyipentynol. 
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relaxed. They were more confident in their approach 
to patients (the investigation was made in intervals 
between the students’ work on patients) and less 
diffident, more dogmatic, and not so easily shaken when 
questioned on theoretical points by the investigator. 

There was one exception to this latter observation— 
a student who, although a prize-winner in written 
theory, exhibited signs of nervousness when questioned 
verbally—i.e., he stuttered and perspired, manifesta- 
tions which increased as the questions became more 
searching. The questioning was done during the elation 
period, and he stated that for fifteen minutes after 
the onset he could not think clearly, but this passed 
after the elation period and he became more calm. To 
the investigator this student’s stuttering appeared to 
lessen. 

Investigation B 

In view of the results obtained on the car type of 
reaction-time tester it was considered desirable to test 
concentration further with the MceDougall-Schuster 
dotter. 

This machine (fig. 1) consists basically of a gramophone- 
type turn-table on which are placed circular charts. A 
hinged lid covers the chart except for an aperture about 
6 inches by 1 inch. The chart is marked with an irregu- 
lar line of dots, each arranged in a spiral from the central 
pin to the periphery. When the machine is set in motion, 
the dots pass the aperture and may be cancelled through 
with a pencil. A start is made from the central point. 
The spiral arrangement-increases the rate of passage of 
the dotted circles across the aperture as the test pro- 
gresses. Ultimately a breakin; -point is reached ; this 
is taken to be when the person being tested fails to cancel 
two consecutive dots. 

The records are permanent and can be studied and 
compared at leisure. The chart indicates proficiency, 
coérdination, and variation in speed of reaction, and one 
may gauge the accuracy and neatness of the individual 
under test (figs. 2-4). 

The results were tabulated under four main headings : 

(1) Practice. 

(2) Normal before administration of drug. 

(3) Test fifteen to thirty minutes (exact times noted) after 

administgation of drug. 

(4) Test sixty minutes after administration of drug. 

(2), (3), and (4) were subdivided into : 

(a) Number of dots cancelled before breakdown. 

(b) Number of dots attempted. 

Also recorded were the subject’s age, the time when 
food was last taken, the nafure and amount of the drug, 
and the subject’s comments. 

The students taking part in this investigation were 
those who had taken part in investigation A. 
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Fig. 4—Fifty minutes after administration 
of methylpentynol. 
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RESULTS 


The general pattern of cancellation lines improved 
under the influence of methylpentynol. The lines were 
more definite, accurate, and neater in direction (figs. 2—4). 

There was no regular pattern of improvement as the 
number of tests (with or without methylpentynol) 
increased, which showed that pre-test practice had 
limited progressiveness of proficiency. 

In many cases before the administration of methy]- 
pentynol the number of dotted circles attempted was far 
greater than the number successfully cancelled. After 
its administration they were nearly equal. 

Before the administration of the alcohol and the blanks 
(identical with methylpentynol capsules in size, shape, 
and colour, but filled with inert substance) a ‘‘ normal’”’ 
test was performed. On comparison with the normal 
tests before methylpentynol a close resemblance in the 
readings was observed. To avoid interaction of the 
different drugs the tests were made under similar 
conditions at intervals of two or more days. 

Objective Findings 

Fifteen minutes after the administration of methyl- 
pentynol 500 mg. the speed of reaction was improved in 
20 tests, was unaltered in 2, and deteriorated in 2 
(average improvement over normal = 35 cancelled dots). 
An hour after the administration of methylpentynol the 
speed of reaction was improved in 15 tests, unaltered in 2, 
and deteriorated in 7. 

Fifteen minutes after the administration of ethyl 
alcohol (8 drachms of whisky) the speed of reaction was 
improved in 2 tests, unaltered in none, and deteriorated 


in 8 tests. There was a significant decrease in the 
number of dots cancelled (average decrease from 
normal = 30). An hour after the administration of 


alcohol the speed of the reaction was improved in 1 
test, unaltered in 6, and deteriorated in 2 (1 result 
unobtainable). 

Fifteen minutes after administration of blank capsules 
the speed of reaction was improved in | test, unaltered 
in 6 tests, and deteriorated in 1 test. An hour after the 
administration of blank capsules the speed of reaction 
was improved in 8 tests, unaltered in 5, and deteriorated 
in none. 

Subjective Findings 

The general comments by the students about the effect 
of methylpentynol were similar to those obtained with the 
car-type tester. They approached the test more calmly 
and with more confidence, and remarked that their 
power of concentration was increased. The results as 
well as the observations of the investigator confirmed 
these remarks. The majority stated that there appeared 
to be more time in which to cancel the dotted circles, and 
that these were better defined. 

After ethyl alcohol 2 students stated that they had to 
make more conscious effort, and even so they did not feel 
they could *‘ hit’ the dotted circles so well. Apprehension 
appeared to be allayed in most cases after the whisky, 
but there was not the easy approach to the test as with 
methylpentynol. These observations by the students 
were confirmed by the investigator. 

After blank capsules only 1 student remarked that he 
noticed any significant difference. There was a slight 
improvement in the test after taking them, but this in 
no way compared with the increase in his test after having 
methylpentynol. 2 students volunteered the statement 
that they thought there was a catch, based on the lack 
of effect and on the fact that there appeared to be no 
difference in their approach to the tests. The remainder 
said there was no variation from normal ; they felt that 
the drug had not worked this time. 


Comments 
As in investigation A, it was noticeable that the 
student/lecturer barrier was broken down after taking 
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methylpentynol. In spite of remarks passed by most 
of the students that they felt they did better in the test 
immediately after the whisky, results did not confirm 
this. This bears out the observations made by motorists 
that they think they can drive better and feel they are 
driving better after taking alcohol. On detailed analysis 
the charts revealed a general ‘‘ hit-or-miss ’’ attitude with 
the cancellation lines. Accuracy was impaired, and odd 
circles were missed even early in the test. In 2 separate 
cases two attempts were made to cancel the same degted 
circle. ONS Sea a 

No comment can be made: ef tké résults of the tests 
conducted with inert capsules, because the results were, 
with one exception, normal. 

A total of 786 tests were made in investigations A 
and B. 


Conclusions 


The tests reported here, plus the observation of 3000 
routine cases in which there were no unpleasant incidents, 
taken in conjunction with investigations done elsewhere 
and the quantity of methylpentynol used to date, suggest 
that methylpentynol in the correct dosage has a negligible 
deleterious effect on behaviour, and that its administration 
is safe for ambulant patients. “.« 

Furthermore, it seems that not only. the speed of 
reaction but also concentration and coérdination remain 
unimpaired and may perhaps even be somewhat-enhanced 
after the administration of methylpentynol. 

Almost all the students tested noted subjective effects 
from methylpentynol, enabling the following conclusions 
to be drawn : 


(1) The onset was fairly constant at ten to fifteen minutes. 

(2) The conscious sensation under the influence of methyl- 
pentynol can be divided into two phases: (i) after onset— 
i.e., fifteen minutes after administration—there is élation 
lasting fifteen to thirty minutes ; and (ii) from thirty minutes 
after administration until the effect wore off there seems to 
be a period of contentment, calm, and confidence. 

(3) The effect of methylpentynol 500 mg. lasts about an 
hour, but the duration varies from person to person. 


These experiments and the clinical observation of many 
cases would indicate that methylpentynol and ethyl 
alcohol, administered in the above-mentioned doses, have 
different actions. 

After taking alcohol a car-driver is usually under the 
impression that he can drive better, that his car is 
running better and that his powers of judgment are 
sharpened. The mildly intoxicated driver thinks so 
highly of his apparently improved driving ability that he 
is tempted to take risks. Again, ethyl alcohol, while 
giving an elated and somewhat detached feeling, not only 
dulls alertness but lengthens the speed of reaction. A 
feeling of muzziness is often present, speech and balance 
being affected. 

With methylpentynol the effect is different (Sinton 
1954). Observations made on and by the students tested 
with methylpentynol—and observation of the 3000 
patients treated with methylpentynol—did not reveal 
manifestations resembling those of early intoxication by 
ethyl alcohol. Loquacity was often present, as was a 
mild degree of increased self-confidence (or decreased 
self-consciousness), but there were only a few cases 
of noticeable word-slurring, and then it was not 
marked. Perhaps larger doses of methylpentynol might 
give rise to the same signs as alcoholism, but it would 
have to be a larger dose than was used in the tests 
reported here. Certainly two capsules of oblivon (500 
mg. of methylpentynol) do not seem to produce in most 
people any of the undesirable signs of intoxication by 
ethyl alcohol. Reaction-time tests, however, should 
be continued to include greater numbers and other 
age-groups, so that the results may be analysed 
statistically. 
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Summary 


In 3000 unselected ambulant dental patients pre- 
nedicated with methylpentynol no deleterious effects 
vere observed. 

In spite of this it was considered desirable to investigate 
the effect of methylpentynol on the speed of reaction of 
imbulant persons. 

The tests were made in two ways: with a car-type 
reaction tester, and with a McDougall-Schuster dotter. 

Similar tests were made using ethyl alcohol. 

In the tests made with the McDougall-Schuster dotter 
blank capsules were used as controls. 

786 tests were made in these two investigations. 

Conclusions were drawn as to (1) whether methyl- 
pentynol detrimentally affects the behaviour of normal 
imbulant patients ; (2) the time of onset and duration 
of the effect induced by the drug; and (3) whether 
the action of methylpentynol is comparable to that of 
ethyl alcohol. 

My thanks are due to Dr. R. Cocker, F.D.s. R.c.s., director 
of dental studies, for giving facilities for this research ; to 
Dr. A. H. Galley, ¥.¥.4.R.c.s., of the anwsthetics department 
of King’s College Hospital, for his interest and suggestions ; 
to my assistant, Mr. J. Blatt, B.p.s.; to Commander R. 8. 
Hawker, of the Royal Society. for the Prevention of Accidents, 
for his kind coéperation and lean of the car-testing machine ; 
to Dr. H. Steinberg, of the pharmacology department of 
University College, London, for her advice about the tests 
with the McDougall-Schuster dotter and for lending the 
machine ; to Mr. G. H. Wilkinson, M.P.s.; to Mr. W. Smith 
of the photographic department at King’s College Hospital, 
for the photographs; and to the students who volunteered 
for the tests. British Schering Ltd. supplied the methyl- 
pentynol (‘ Oblivon.’) and blank capsules. 
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PHYSICAL DISABILITY 
AND ELECTROCONVULSION THERAPY 


E. Howarp KrrcHine 
M.D. Leeds, M.R.C.P., D.P.M. 


CONSULTANT PSYCHIATRIST, UNITED MANCHESTER HOSPITALS ; 
LECTURER IN PSYCHIATRY, UNIVERSITY OF MANCHESTER 


INTRODUCED by Cerletti and Bini in 1938, electro- 
convulsion therapy (£.C.T.) has been used widely and 
increasingly. The reason for this is that it has provided 
psychiatry with a weapon which is comparable with the 
use of antibiotics in medicine. Properly used it can 
bring under control (symptomatic control at least) a 
vast number of mental disorders generally grouped 
under the heading of the depressive syndrome. Before 
its discovery the only treatment for these conditions was 
to wait for spontaneous recovery, to control symptoms 
with drugs as far as possible, and to give emotional 
support, accompanied by benevolent custodial care if 
suicidal threats or social disturbance made this necessary. 
Nowadays, if the tendency to spontaneous recovery 
is delayed, slight, or absent, most of these con- 
litions can be shortened, terminated, or relieved by 
E.C.3. 

From the early days of the treatment it has been 
recognised that fractures—especially vertebral, more 


rarely of the long bones—-were a complication of the 
induced epileptic convulsion. They are also a complica- 
tion of major idiopathic epilepsy, a fact which only 
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became really apparent after convulsion treatment had 
caused the incidence to be investigated. 

Cook (1944) quotes many different series of figures 
dealing with the incidence of fractures in fits due to 
leptazol, electroplexy, and spontaneous epilepsy. 


In patients with spontaneous epilepsy the incidence ranges 
from 2-3 to 16-8%; in those with fits induced with leptazol 
from 21-5 to 43:1%; and in those with fits induced by 
electroplexy from nil to 31:-4%. Of a control group of 
untreated non-epileptics 1-5°% had compression fractures. 

The British Medical Journal (1954) cites references giving 
an incidence of fracture from 23 to 35:4%, but Kelly (1954) 
cites a study of 2200 patients receiving §.c.T. in which 
there was an over-all incidence of injury of 2-4%, including 
fractured spine (about 1%), femur, and shoulder, and 
dislocated jaw. 


The chief thing that impresses one about these figures is 
their discrepancy, and the main conclusion to be drawn 
from them is the same as Cook’s: they show all too 
convincingly that the radiological diagnosis of vertebral 
fractures is by no means an exact science. 

The incidence, then, of vertebral fractures in unmodi- 
fied E.c.T. is decidedly controversial. In any case what 
one really wants to know is the incidence of clinical 
disability rather than the incidence of academic lesions. 
All workers agree that many vertebral fractures are 
symptomless, and that complications are extremely rare. 
The: prognosis of the lesion is excellent. Particularly in 
short-stay patients and in outpatients who are continuing 
at work while having treatment, one wants to know how 
often and for how long they are disabled by complications 
due to unmodified £.c.T. 


Present Investigation 


With the object of contributing to this information I 
have reviewed all cases treated in hospital and private 
practice, as inpatients and outpatients, with unmodified 
E.c.T. in 1945-49—i.e., before relaxant-modified &.c.T. 
began to be increasingly used in this country. 


Olinical Materiel 

The patients were of either sex and were treated either 
as outpatients or as inpatients. Their ages ranged from 
23 to 78. In almost all cases the condition for which 
E.C.T. was prestribed was a depressive state. A few were 
schizophrenics. Gross physical disease (active tubercu- 
losis, angina of effort, recent coronary thrombosis) was 
the only contra-indication regarded as important. No 
bony diseases which contra-indicated £.c.t. were dis- 
co ered on routine physical examination. 


Treatment 

In all the cases the routine of treatment was the same 
and included the following salient points. Patients or 
their relations, or both, depending on one’s judgment in 
each case, were told that fracture of a bone was a possible 
complication of treatment, and that if it occurred it was 
almost never serious. If they asked for further details 
they were told that the commonest trouble was a bruising 
of the bones of the spine, and that experience had shown 
that this was never serious and healed without complica- 
tions. They were also told that steps would be taken to 
minimise the risk. 

In the actual treatment a firm couch or a mattress was 
used, a pillow was placed under the dorsal spine to pro- 
duce some hyperextension, and slight pressure was 
applied over the clavicles and the iliac crests to 
prevent gross flexion of the spine at the moment of 
treatment. 

After treatment patients who complained of pain in 
the back were examined, reassured, and advised to rest. 
If the pain was not significantly less in forty-eight hours, 
the spine was radiographed ; otherwise it was not. If 
subsequent treatments caused further pain, the spine 
was radiographed again. Pains elsewhere than in 
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the back were investigated according to the clinical 
findings. 

The resulting information may be briefly summarised 
thus : 

No. of patients 

No. of treatments ; on f 

Average no. of treatme nts per patient . > 6-6 

No. of patients complaining of pain 74 (42%) 

No. of patients radiographed 45 (2-5%) 

No. of patients found to have injury to bone. 16 (0-9%) 
Results of Treatment 

381 patients treated as outpatients assessed the results 
themselves in response to a questionnaire sent three 
months after the conclusion of treatment. The other cases 
were assessed by the physician. The results were as 
follows: 

No. of patients 

Recovered .. 

Improved 


1775 
500 (28:1%) 
763 (43-0%) 


No change .. 149 (8:-4%) 
Worse x 37 (2°1%) 
Died during tre atme nt 4 (0:2%) 


Lost sight of (uncompleted courses, question: 
naires not returned, &c.) ee 322 (18-1%) 

None of the 4 patients who die d did so during 
or shortly after the convulsion; 2 were known to 
have angina of effort, and the risk was accepted; and 
in the 2 others coronary thrombosis was found at 
necropsy. 

Patients with Injury to Bone 

Of the 16 patients with evidence of injury to bone, 
13 had lesions suggesting compression fracture in the 
dorsal spine, ranging from the 3rd to the 10th dorsal 
vertebrae, with maximal incidence on D4, 5, and 6 (10 
cases). Of these 13 patients 11 had ceased to complain 
of symptoms in a period ranging from two days to four 
weeks. One patient was put in a plaster cast for three 
weeks ; another complained of pain in the back for two 
months but ceased to do so when it became clear to him 
that threats of litigation were unsuccessful ; and another 
continued to complain of rather bizarre symptoms, such 
as nausea and pains in the neck, obviously in the hope 
of obtaining damages. 

One patient sustained a fracture of the neck of a femur. 
He was in hospital for four months and back at work 
after six months. 

One woman complained of pain in the right arm after 
the second treatment. There were no clinical signs 
of injury, and the pain subsided but recurred after her 
next treatment. Radiography showed an impacted 
fracture of the neck of the humerus; this healed 
uneventfully. 

The 16th case illustrates how little we know of the 
mechanism of these fractures. 

The patient, a man aged 50, had previously had one treat- 
ment elsewhere followed by resulting pain in the back and 
the discovery of a compression of D4 and 5. Treatment was 
suspended, but he came asking for further treatment for his 
depression, which he found intolerable. The position was fully 
explained to him, an orthopedic colleague was consulted, and 
he was put in a plastic jacket to immobilise the spine as a 
prophylactic. Nine shocks were administered, and his depres- 
sion recovered. At the last treatment he fractured the surgical 
neck of his left humerus. While this was under treatment, his 
jacket was removed and he was found to have five symptom- 
less compression fractures in the dorsal spine. Investigations 
failed to show any generalised disease of bone, and he is now 
perfectly well both mentally and physically. 


Discussion 
All this suggests that, though radiological evidence of 
fracture may be fairly common, serious elinical disability 
from fracture during treatment is rare. When present 
it is usually due to fracture of a long bone. In the 2 cases 
where symptoms persisted after compression fracture of 
the spine, they were due not to the intrinsic organic 
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lesion but to the accompanying paranoid and hysterical 
compensation neurosis. 

The infrequency of serious physical disability implied 
by these figures is also borne out by everyday general 


each week 
unmodified 
so unusual 
Physical 
academic 


clinical experience. In this country alone 
many thousands of treatments, still in the 
form, are given; yet serious fractures are 
as to be news when they are reported. 
complications apart from fracture are 
rarities. 

None the less the infrequency of these clinical lesions is 
not an argument in favour of dismissing them. Opinion 
is more and more inclining to the view that they can 
and should be prevented by the use of a technique such 
as E.C.T. modified by thiopentone and suxamethonium 
chloride. Meschan et al. (1950) reported that the incidence 
of vertebral fracture (radiologically shown) was reduced 
from 35-4 to 19:5% when curare was administered. 
Clinically one finds that, since muscle relaxants have 
been used as a routine over the last twelve months, the 
incidence of physical symptoms has been nil. They 
were rare before ; but, now they are non-existent. 

The use of a muscle relaxant plus a short-acting 
anesthetic has another advantage, which appears to be 
even greater than the removal of physical risks. It is the 
removal or reduction of the fear of treatment, which, in 
my opinion, was always a far greater obstacle to successful 
treatment than were the physical risks. This fear is 
evident in more than three-quarters of the patients 
treated by unmodified E.c.t., and it increases as the 
course progresses. It is the chief obstacle to successful 
outpatient treatment and the chief reason for courses 
not being completed. 

Apart from the actual convulsion the sequence of 
events in E.C.T. is very similar to that of the restoration 
of mental function after head injury (Mapother 1937, 
Symonds 1937), in which the patient goes through the 
stages of coma, confusion, and automatism to recovery 
with retrograde amnesia. With £.c.7. the patient usually 
goes through these phases in a matter of minutes ; but 
they are recognisable, and (more important still) they are 
accompanied by anxiety, which is greater in some cases 
than others. Patients say that what they dread is the 
recovery of consciousness. As one woman put it: ‘‘ It’s 
coming round that is frightening. You have a feeling of 
panic, of being utterly lost, like being born again each 
time into an unknown world. Everything seems unreal, 
and you dread it happening again.’’ The increasing fear 
is the anticipatory fear of posttraumatic confusion, 
disorientation, and anxiety. With unmodified E.c.r. 
these phases are, as it were, experienced raw. With 
modified £.c.1. they are softened, modified, and often 
eliminated. In many cases the patient passes directly 
from the convulsion into sleep and wakens twenty min- 
utes later fully conscious, having gone through the phases 
of recovery during sleep. In all situations where time 
and space permit, modified E.c.r. should be encouraged, 
for it reduces apprehension to negligible proportions. If 
both fear of treatment and physical complications can 
be increasingly removed by improvements of technique, 
we can confidently expect E.c.T. to be an even more 
powerful means of controlling mental disorders than it 
has been up to now. 

I am grateful to my secretaries for their arduous work in 
checking and re-checking the case-reports. 
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ELECTROCARDIOGRAPHIC VARIATIONS 
AFTER GASTRECTOMY 


LEON BROTMACHER 
M.D. Lond., M.R.C.P. 
REGISTRAR, ROYAL INFIRMARY, CARDIFF 


POSTPRANDIAL electrocardiographic changes following 
gastrectomy were observed by Smith (1951) to reach 
their maximum in about one and a half hours. They 
were attributed to lowering of the serum-potassium level 
in association with abnormally rapid absorption and 
removal of glucese from the blood. 

Pulvertaft (1954) noted changes—notably T-wave 
depression—developed immediately after meals and 
attributed them to the effects of glucose, suggesting 
the liberation of adrenaline as the end-mechanism. 
Adrenaline is produced, however, while the blood- 
glucose level is falling below normal fasting levels, 
whereas the electrocardiographic changes occur while 
the blood-sugar level is rising. 

Published reports of electrocardiographic changes 
produced by glucose are remarkably scanty, especially 
when one recalls its widespread use parenterally during 
the 1930s in the treatment of ischemic heart-disease. 


Yuri and Sawai (1938), using various concentrations of 


glucose intravenously, observed increased amplitude of 1 
in all standard leads ; but similar effects were obtained with 
physiological saline solution. 

In patients with angina Scherf and Weissberg (1939) 
produced s—T and t-wave depression by _ intravenous 
injections of 50 ml. of 50% glucose. However, the conditions 
of their experiments are so different that the application 
of their conclusions in the interpretation of effects obtained 
by oral administration to people with normal hearts would 
not seem to be justified. 


Present Investigation 


For reasons discussed later, observations were made 
on the effect of the following procedures on the electro- 
cardiogram : 


(1) Intravenous injection of glucose in healthy people. 


(2) Administration orally of glucose in smali volumes of 


water to people known from records of ‘ lag ’-type sugar- 
tolerance curves to respond with rapid and well-marked 
rise in blood-sugar level. 

(3) Administration of large volumes of water to healthy 
people and to gastrectomy patients. 


Results 


In 7 healthy adults the intravenous administration 
of 40 ml. of 50% glucose was completely without effect 
































a b c d 
Fig. |\—Lead aVry in patient with lag-storage type of glucose-tolerance 
curve, showing effect of oral admini 
110 mi. : a, control; b, 10 minutes after dose ; c, 45 minutes later ; 
d, 80 minutes later. 





ation of gi 


on the electrocardiogram. 
have lag-storage curves were each given by mouth 100 g. 


of glucose in 110 ml. of water. There was no immediate 


effect, but in 2 of them late changes comparable with 
those described by Smith (1951) developed (fig. 1). 


In 1 patient with a Polya gastrectomy, who complained 
of vague postprandial abdominal discomfort and weakness 
but was otherwise symptom-free, there were no electro- 


cardiographic changes after taking by mouth 100 g. 


of glucose in 85 ml. of water, but the T wave in standard 


lead III became flattened immediately after oral adminis- 


tration of the same amount of sugar in 280 ml. The 
capacity of the gastric remnant was found by barium- 
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The 3 patients known to 
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meal radiography to be about 260 ml.; and, when 
it was completely filled by administration of this volume 
of barium emulsion, no electrocardiographic changes 
were produced. When the same volume of water was 
given three minutes later, there was immediate filling 
of the proximal portion of the jejunum, although the 
afferent and efferent loops could not be distinguished. 
Simultaneously the T wave in standard lead III became 
flattened. 

Quantities of water varying from 300 to 800 ml. 
were given to 6 men and 1 woman with Polya gastrec- 
tomies. In 1 patient the T wave increased slightly in 
amplitude, and in 1 there was no change, but in the 
remaining 5 there were various degrees of depression 
ranging from moderate flattening to change in direction 
(fig. 2). Shght upper abdominal discomfort was pro- 


SN aan 


a b c 


Fig. 2—Effect of oral administration of water 800 ml. on standard lead III 
in patient with Polya gastrectomy: a, control; b, 3 minutes after 
dose; c, 10 minutes later. 


























duced, and 1 patient, in whom the changes were very 
slight, became rather faint, but there were no other 
untoward symptoms. No electrocardiographic changes 
were produced with water in 1 man and 1 woman with 
Billroth-1 gastrectomies ; there was slight elevation of 
T in standard leads I and III, with lowering of R in 
standard lead III, in a 2nd woman, and a 3rd, aged 71, 
in whom a harsh apical systolic murmur was the only 
evidence of cardiac abnormality, developed electrical 
alternation after taking only 110 ml. 

800 ml. of cold tap-water was administered rapidly 
to each of 10 healthy adults. The Tr wave in standard 


a 6 c 


Fig. 3—Effect of oral administration of warm water 800 mi. on standard 
lead Il! in healthy person: a, control ; b, immediately after dose ; 
c, 10 minutes later. 























lead III became inverted in 3 cases in which it was 
upright initially and in 3 in which it was flat. A smaller 
depression was produced in 2 others, and 1 developed 
well-marked s-tT elevation. In only 1 was there no 
appreciable change. A total of 7 repeat tests were per- 
formed on 5 people with the same volume of lukewarm 
water. In 1 the results obtained with cold tap-water 
could not be repeated, and in 1 other the changes were 
very small. In the remaining 5 the changes were smaller 
but still definite (fig. 3). 
Discussion 
It has been appreciated for many years that changes 
in the electrocardiogram can be produced by distension 
of the stomach and small intestine. 


Johnson and Laing (1940) produced, inter alia, inversion of 
T in standard lead III by inflating a balloon introduced into 
the stomach, the changes disappearing with relief of the 
distension. 

Similar changes were produced by Kalk and Koelsch 
(1939) by administration of 300 ml. of mineral water, the 
electrocardiogram reverting to normal after eructation. 

Machella (1949) has shown that the immediate symptoms 
in the dumping syndrome are not related to abnormalities 
of glucose metabolism, and has adduced strong evidence for 
their being produced by jejunal distension. 


There therefore seems to be an a-priori case for 
attributing the early postprandial electrocardiographic 
changes after gastrectomy to a similar cause, irrespective 
of whether the dumping syndrome is present or not. 
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This possibility seems to be confirmed by the present 
investigation, for glucose was without effect when 
administered parenterally, and distension of the stomach 
and small intestine with water gave rise to changes 
similar to those described by Pulvertaft (1954). Although 
volumes of fluid administered by him were usually 
substantially less than those used by me, the difference 
could easily be explained as due to outpouring of fluid 
into the small intestine by osmosis. 

Machella (1949) found that introduction of 30 ml. 
of a saturated solution of sodium sulphate into the 
small intestine increased the amount of fluid recoverable 
distally in the course of half an hour by about 190 ml. 
His observation that levulose tended to produce more 
rapid movement in the small intestine, and his suggestion 
that jejunal distension might be lessened thereby, would 
explain Pulvertaft’s failure to produce electrocardio- 
graphic changes with this sugar. 

One would expect less distension when the gastrectomy 
is associated with a gastroduodenostomy, as in the 
Billroth-t operation, in view of its more physiological 
nature, and the absence of anything equivalent to the 
afferent jejunal loop left after a gastrojejunostomy of 
the type which accompanies a Polya gastrectomy. 
This was borne out by the absence of comparable changes 
in the 4 patients with the former type of anastomosis. 

The changes were not associated with significant 
alteration in the QRS axis; nor could they be repro- 
duced by placing the patients in the Trendelenburg 
position ; hence displacement of the heart does not 
seem to be the mechanism involved. There was no 
correlation of T-wave changes with alterations in the 
heart-rate. 

Wilson and Finch (1923) found that administration 
of iced water produced electrocardiographic changes 
similar to those described, whereas the same volume of 
hot lemonade was without effect. However, in the 
present tests definite changes were obtained even when 
the effect of cooling was eliminated, and, furthermore, 
they were maximal immediately after taking the water. 
It therefore seems that the effect of cold on the heart 
does play a part but is by no means the sole factor 
concerned. The possibility remains that a_ reflex 
mechanism is involved, acting either through the auto- 
nomic nervous system or by release of adrenaline, which 
causes similar changes. 


Summary 

In 7 healthy adults no electrocardiographic changes 
resulted from intravenous injection of 20 g. of glucose. 

Administration of large volumes of water led to well- 
~—— lowering of the T wave in standard lead III in 
5 of 7 patients with Polya gastrectomies and 6 of 10 
hes althy people. The changes are reproducible, albeit 
to a lesser extent, when the effect of cooling is eliminated. 

No comparable changes were produced in 4 patients 
with Billroth-1 gastrectomies. 

It is concluded that the electrocardiographic changes 
occur as a result of mechanical distensiou of the stomach 
and small intestine, and the mechanism of their pro- 
duction is discussed. 

[ am indebted to those members of the consultant 
of Cardiff Royal Infirmary who gave permission to study 
patients under their care; to long-suffering students who 
acted as normal subjects; to Dr. William Phillips for con- 
tinued encouragement and advice ; and to Miss C. Rumbelow 
and Miss D. Francis for technical assistance. 
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SHOE DESIGN AND TOE DEFORMATION 


R. WHEELER HaInes 
D.Se., M.B. Lond. 
PROFESSOR OF ANATOMY, ROYAL MEDICAL COLLEGE, 
TRAQ; LATE SENIOR LECTURER ON ANATOMY IN 
UNIVERSITY OF SHEFFIELD 
A. McDoveaLu 
M.B. Glasg., F.R.C.S.E. 
ASSISTANT SURGEON, DEPARTMENT OF ORTHOPASDICS, GLASGOW 
ROYAL INFIRMARY 
Tue fact clearly expressed by Ellis (1889), Engle and 
Morton (1931), and many others, that unshod peoples 
do not develop the type of hallux valgus found in those 
who wear shoes suggests that shoes are a causal factor 
in its development. But many peoples who have 
habitually worn shoes have not developed valgus, and 
Camper (1781) found no mention of the deformity in the 
writings of the classical authors. though lesions due to 
badly fitting sandals are mentioned. This suggests that 
some shoe designs may be innocuous. Since very little 
is known about shoe design and its effect on the foot, and 
since no experimental work has been found in the medical 
literature, a simple analysis has been undertaken. 


BAGDAD, 
THE 


The Experimental Sandal 

Though shoes may serve as ornaments or as cere- 
monial regalia, or as a protection against heat, cold, dust, 
mud, or parasites, or as mechanical guards against 
falling debris, they serve primarily to supplement the 
natural strength of the skin over the sole of the foot and 
to prevent cutting, bruising, or excess wear. The 
essentials of a shoe are therefore a sole which makes 
contact with the ground and a system of attachments 
which hold the sole to the foot. 

To study these a sandal was stripped of its strapping, 
leaving only a flexible sole made up of a thin layer of 
leather overlying a thick layer of crépe rubber. The 
strapping was separated into its constituent elements, 
and these were punched with holes so that they could be 
reattached to each other and to the sole in various 
positions by short strings (fig. 1). Several extra pieces 
of strapping and such accessories as heels, toe-caps, and 
sole-stiffeners were added, until it was possible to repro- 
duce the essentials of many types of footwear, both 
ancient and modern, and to study the effect of each 
structural-element in isolation or in combination. In 
its more practical arrangements the sandal was comfort- 
able and could be worn for prolonged periods of study. 


The Sole 
To examine the effect of placing a sole between the 
foot and the ground the bare foot was first tested on a 
plank with a flat but unpolished surface, and it was 
found possible, in one instance, to stand on an incline 
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Fig. 2—Heel and back straps. 
Fig. 3—Heel, tarsal, and ankle rim straps. 


> eae sandal with heel and tarsal straps (Daremberg and Saglio 
). 


Fig. 5—Heel and high metatarsal straps in modern wedge-heeled shoe. 
Fig. 6—Greek pedilon, a light sandal for women (Wilcox 1948). 

Fig. 7—Crossed metatarsal straps ending in ankle strap. 

Fig. 8—Crossed metatarsal straps attached to heel cup. 


Fig. 9—Greek xpy7is with tarsal and high and low metatarsal straps tied 
under a tongue (Wilcox 1948). 


Fig. 10—Caliga as worn by Roman Officer (Wilcox 1948). 


of 34° without slipping. Placing the sole between the 
bare foot and plank made little difference, giving an 
angle of 32°, for the friction between skin and leather 
and between crépe and wood is high. But, when a 
woollen sock or a silk or nylon stocking was worn, the 
foot tended to slip over the leather, and the angle of 
slope had to be lowered to 19° before the plank could be 
negotiated. Polishing the upper surface of the leather 
in imitation of the high polish often found in modern 
commercial shoes reduced the angle by a further 2°. 
Similar sets of readings were obtained on other occasions. 

Thus in walking downhill, or in actions requiring a 
similar backward pressure of the sole of the foot—e.g., 
stopping suddenly, and landing from a jump—particu- 
larly if socks are worn, friction alone may not be sufficient 
to take up the forward thrust. So the strapping, webbing, 
or upper of the shoe must not only attach the sole of the 
foot to the shoe but must also be capable of resisting 
forward thrusts, and it is the improper design of shoes in 
relation to these thrusts that appears to be responsible 
for the development of hallux valgus. 


Fixation at the Ankle 


An isolated heel strap passing beneath the malleoli 
and crossing the heel above the tuberosity of the calean- 
eum (fig. 2) effectively prevents backward displacement 
of the foot over the sole but not forward displace- 
ment, nor does it prevent a flexible sole from dropping 
away from the heel. The addition of a backstrap holds 
the sole to the heel. 

A combination of a tarsal strap across the heads of 
the talus and caleaneum and a heel strap (fig. 3) stops 
the foot from sliding either backwards or forwards, in 
much the same way as the crossed cruciate ligaments of 
the knee control the position of the head of the femur 
on the head of the tibia. Further, the tarsal strap is well 
placed to take up any forward thrust of the foot over 
the sole in walking downhill, and to provide the backward 
thrust needed to keep the bulge of the heel in the hollow 
of the heel strap and to ensure that the heel does not 
leave the shoe behind as the foot rises from the ground. 
The tarsal strap must be provided with a buckle or tie to 
allow the shoe to be put on. The addition of an ankle 





Fig. 11—Campagus as worn by Marcus Aurelius (by courtesy of the 
National Leathersellers’ College). 


Fig. 12—Modern sandal designed to avoid pressure on toes. 
Fig. 13—Heel, low metatarsal, and low rim straps. 
Fig. 14—Folding in of slipper when heel is raised. 


Fig. 1S—Greek xpymis with double pointed sole and interphalangeal cord 
(by courtesy of the National Leathersellers’ College). 


Fig. 17—Crossed digital straps. 
Fig. 18—Crossed digital straps continued into rim straps. 
Fig. 19—Broad band substituted for low metatarsal and digital straps. 


rim strap (fig. 3) helps to hold the other straps in position 
and to stop them from slipping down the foot, so that 
they can be worn looser without impairing the security 
of the shoe. It also helps the tarsal strap to ride high 
over the instep where the slope of the tarsal ridge 
is steepest and resistance to forward slipping most 
effective. 

In practice the crossed heel and tarsal straps give firm 
attachment in the heel region, but some additional 
strapping must be provided to prevent the toe region 
of the sandal from dropping away from the foot (fig. 4). 
The heel region is often filled in to form a heel cup 

- (fig. 8), which 
serves in much 
the same way 
as a heel strap 
and gives, in 
addition, an 
attachment for 
a short tarsal 
strap. The 
effects of a 
high metatarsal 
strap, which 
embraces the 
tarsal region 
posteriorly but 
on the dorsum 
of the foot 
crosses the 
bases of the 
metatarsals 
(fig. &), are 
hardly to be 
distinguished 
from those of 
a tarsal strap, 
for it again 
holds the shoe 
to the foot and 
also prevents 
forward _ slip- 
Fig. 16—Tensiometer placed over cut digital strap. ping. A high 
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metatarsal strap may be the chief or even the only 
attachment of the sole to the foot (fig. 6), but in that case 
the foot must be pushed forwards at every step if the 
shoe is not to fall off, for without a heel strap there is 
nothing to prevent the foot from slipping backwards. 

Crossed tarsal or metatarsal straps are usually con- 
tinued into rim straps to which the heel of the shoe is 
attached by vertically placed side straps (fig. 7). This 
arrangement, which is becoming very popular, provides 
no effective resistance to forward sliding (interrupted 
lines), the whole force of which is transmitted to the 
anterior part of the foot, particularly the toe region ; 
but if the crossed straps are attached firmly behind, to a 
heel cup for example (fig. 8), they may control the 
foot effectively. 

Distal Attachments 

A low metatarsal strap (fig. 1) crossing the metatarsals 
in the region of their heads is effective in preventing the 
fore part of the sole from dropping away from the foot, 
and in combination with heel and tarsal straps gives 
a comfortable type of shoe. Continuous webbing or 
leatherwork may be substituted for combinations of 
straps, as Thornton (1953) points out, without altering 
the essential mechanical features, for the forces traverse 
the continuous sheets without greatly altering their 
direction. 'The present arrangement, which leaves the 
toes quite free, forms the basis for most satisfactory 
designs (figs. 9-12) which cannot possibly induce hallux 
valgus (see also Haines and McDougall 1954a). But, if 
no tarsal or high metatarsal strap is provided (fig. 13), 
the foot is less secure, for a low metatarsal strap crosses 
the instep far forwards where, owing to the dorsoplantar 
depth of the metatarsal heads, the slope of the foot is 
already shading off into the horizontal region of the toes 
and pressure by the strap is less effective in resisting 
forward slip. Indeed to be effective at all the strap must 
be kept tight, and its impress can be seen on the dorsum 
of the foot after the sandal has been worn for some time. 
Similar skin impresses are often seen on removal of low- 
eut shoes of modern type but are less evident when 
high-cut shoes or boots pressing on the upper part of the 
tarsal wedge are worn. 

An additional source of insecurity is found in the 
changing tension of the low rim strap, due to a mechanism 
easily demonstrable in a pair of ordinary house-slippers 
(fig. 14). Owing to the fact that, when the heel is raised, 
the foot turns about an axis in the metatarso-phalangeal 
joint (F) but the shoe bends about an axis situated more 
posteriorly (8), the rim of the shoe slackens and falls 
into folds (X) as the heel rises, and this often allows the 
back of the shoe to fall to the ground. There are several 
ways of dealing with this defect—e.g., (1) metatarsal 
bands may be added to prevent the upper from falling ; 
(2) elastic may be inserted in the rim; and (3) the shoe 
may be provided with a high heel which obviates the 
need for any considerable movement at the metatarso- 
phalangeal joint (most low-cut (‘‘ court’’) shoes for 
outside wear are so provided). 

Even if a low-placed metatarsal strap is kept tight it 
cannot take up the whole of the forward thrust, and in 
the absence of a tarsal strap this thrust must fall on the 
toe region. In many shoes it is taken up by a wooden, 
or sometimes a rubber, peg or by a cord passing between 
the first and second toes (figs. 4 and 15), sometimes 
supplemented by additional cords between the other toes. 
But such interphalangeal pegs or cords cannot be worn 
with ordinary socks—divided socks of Japanese type 
(Wilcox 1948) are no longer made in this country—and 
pegs are found uncomfortable by those whose feet are 
already so deformed that the natural gaps between the 
toes are closed, and in that case some form of digital 
strap must be fitted. 

To provide effective resistance the digital band must 
be made narrower anteriorly than posteriorly and the 














Fig. 20—Shoe with equivalent of crossed digital straps. 

Fig. 2i—Shoe with fretted toe-region. 

Fig. 22—Modern sandal which causes deviation of toes. 

Fig. 23—Sandal shown in fig. 22 worn without digital strap. 

Fig. 24—Sandal with broad high metatarsal strap. 

Fig. 25—Camper’s (1781), Meyer’s (1868), and Ellis’s (1889) lines drawn 
on outline of undeformed foot and plan of non-deforming shoe. 


toes must be formed into a wedge that can be forced into 
the socket so provided. The tarsal and upper metatarsal 
regions constitute a natural wedge, but the digital wedge 
is an entirely unnatural formation, and the deviations 
of the marginal toes lead very rapidly to disorganisation 
in the first and fifth metatarso-phalangeal joints (Haines 
and McDougall 1954b). 


Measurement of Forces on the Toes 


To measure the forces involved a simple apparatus was 
constructed (fig. 16). A wooden framework was set up 
on a steel bar passed between the leather and crépe of 
the sole of the experimental sandal. The digital strap 
was cut, and strings were passed from its cut ends round 
pulleys to a spring balance, whose other end was attached 
to an adjustable screw set in the frame. By this means 
the tension in the strap could be measured. 

When the foot was placed on the level ground, the 
tension in the strap could be quite low (0—'/, lb.) ; but, 
when the subject stood on a steep slope, the foot tended 
to slip forward, and the tension had to be raised to about 
3 lb. to prevent the foot from moving over the sole. 
When the leather was polished and a sock was worn, the 
tension needed rose to about 5 lb. Wearing a high heel 
has been compared to perpetually walking downhill 
(Dowie 1861), and ‘*‘ there is a constant tendency to slide 
forwards, driving the toes like a wedge into the front 
part of the boot ’’ (Ellis 1889). There is reason to accept 
this, for tensions of about 3 lb. were required on the 
level, whereas tensions of 6 or 7 lb. were required when 
the’subject tried to walk downhill in high heels. 

A pair of diagonal straps (fig. 17) may be substituted for 
the low metatarsal and digital straps, in which case the 
two straps together form a conical socket for the digital 
wedge, while the apex of the wedge is left open, giving a 
‘*pneep-toe’’ effect. Posteriorly the straps may pass 
diagonally into the sole or they may be continued into 
low rim straps which pass round the heel (fig. 18). The 
tensions developed in the strap crossing the great toe are 
comparable to those found for the transverse strap. 


Shoe Design 

A single wide band often takes the place of the low 
metatarsal and digital straps, covering both regions 
(figs. 19 and 20); in which case the band is moulded so 
that the metatarso-phalangeal region, particularly on 
the medial side of the foot, is received into a cup of 
leather. The proximal part of the band behind the cup 
acts as a low metatarsal strap, and the impress of its 
posterior border can be seen on the foot of the wearer, 
while the anterior part of the band acts as a digital strap 
forcing the toes into a wedge and providing resistance 
to their pressure. Even when the toe region is completely 














rawn 
e. 


into 
arsal 
edge 
ions 
ition 
Vines 


; was 
t up 
6 of 
‘trap 
ound 
ched 


leans 


, the 
but, 
nded 
»bout 
sole. 
1, the 
. heel 
ynhill 
slide 
front 
ccept 
n the 
when 


ed for 
se the 
ligital 
ying a 

pass 
i into 

The 
oe are 
D. 


ie low 
egions 
led so 
ly on 
‘up of 
16 cup 
of its 


vearer, 
l strap 
stance 
pletely 











THE <ancne): 


filled i in, or when it is fretted into thin bands (fig. 21), the 
main pressures in a low-cut shoe must fall on the dorsum 
of the foot, across the distal ends of the metatarsals, and 
on the sides of the marginal digits, and such shoes are 
invariably provided with pointed toes not only for 
cosmetic reasons but also because it is necessary to force 


the toes into them. Nor does cutting away the tip of the 
toe-cone to give a peep-toe effect alter the pressures on 
the digits, which must be severe if the digital wedge has 
to resist forward pressure. The addition of a smart- 
looking pointed toe to a wide shoe, proposed by Mennell 
(1939) as a compromise between the demands of health 
and fashion, could only be made if the shoe were built 
sufficiently high over the instep to provide an alternative 
mechanism for slip-resistance. 

Quite small changes in design may make great differ- 
ences in the strain thrown on the toe wedge. With the 
arrangement shown in fig. 18, for example, the addition 
of a cross-strap in the position indicated by the inter- 
rupted lines at once allowed a loosening of the digital 
and rim straps without impairing the fit of the shoe, for 
the extra strap gave sufficient pressure to prevent the 
heel from dropping and to relieve the digital straps of 
their slip-resistance réle. But such a cross-strap spoils 
the look of the shin-foot line, and its use is avoided in 
most ‘‘smart’’ shoe designs. The sandal shown in 
fig. 22, with heel, back, low metatarsal, and digital straps, 
and the strap crossing the dorsum from one heel strap 
to the other, appears at first sight to be of good design, 
but mere removal of the digital strap allowed the foot to 
slide forwards (fig. 23), because the strapping at the 
ankle was not rigid and the low metatarsal strap gave no 
effective control, with the result that the sandal became 
unwearable. The addition of a short piece of leather at 
X in fig. 22 converted the cross-strap into an effective 
tarsal strap which stopped forward sliding. 

The experimental sandal again bears-out the statement 
often) made by their wearers that court shoes may be 
quite comfortable for even pressures of 6 or 7 Ib. acting 
continuously on the medial border of the great toe may 
soon be forgotten. Yet a pressure of only 1 lb. produced 
appreciable deviation whose effect would be cumulative. 


Pressure on the Digits 

Ideally all pressure on the toes should be avoided. 
The toes can be left uncovered as in the classical designs 
(figs. 4, 9-12, and 15), and there is a modern tendency 
for the ‘‘ peep-toe’’ aperture to widen, as in fig. 19. 
Further widening so that the toes took no pressure would 
require the provision of an efficient strap over the instep, 
as in figs. 9 and 10. Such a strap is provided in the 
fashionable sandal of fig. 24, and this sandal would only 
require further widening of the toe region to make it 
non-deforming. But in most modern designs, even where 
a tarsal strap is provided in an effective position (figs. 
12 and 22), it is so narrow that it cannot be tightened 
without discomfort, and serves merely to hold the heel 
in the heel cup without materially reducing the forces 
on the digital wedge. 

Alternatively a large toe-cap out of all contact with the 
toes can be fitted as in mountaineering boots where it 
protects the toes from stones and cold, or in 16th- 
century shoes where the toes were very broad (Wilcox 
1948). Modern ebildren’s shoes and men’s shoes are 
usually slightly pointed for cosmetic reasons, but though 
pressure and therefore deformation are present they are 
not usually severe, and sock pressure is often more 
effective than shoe pressure in such cases. The toe 
region can be removed altogether, and the shoes remain 
wearable, and this is a test of good design. There is no 
particular reason. why the toe region of such footwear 
should not be widened, as in some American designs and 
in the specially made shoes described by Knowles (1953). 

There are at present few satisfactory alternatives 
between sandals and heavy footwear—e.g., the ‘‘ enor- 
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mous beni: originally made for African troops”? worn 
by Mottram (1954). Many women’s walking-shoes and 
golfing-shoes have reasonably wide toes, and well designed 
‘* casuals’ have the metatarsal strap placed sufficiently 
high over the instep to take up forward stress and to 
allow the toe region to be reasonably wide. There is no 
reason to follow Emslie’s (1939) condemnation of these 
shoes because they do not support the arch, for the arch 
needs no support. 

The effect of a pointed shoe in deviating the toes by 
side pressure has always been evident, and many workers 
have suggested that shoes should be shaped to avoid 
such pressure. Ellis (1889), for example, insisted on 

‘a straight inside edge” to the shoe. ‘* A good foot has 
the great toe coming up to and even beyond a straight 
line’ 3 drawn between ‘‘ the heel and inner margin of the 
foot ’’ (fig. 25 £), and the sole of the non-deforming shoe 
should follow this line (Pratt 1953), a criterion satisfied 
by many children’s but few adults’ shoes. The line has 
been substituted for those of Camper (1781) and Meyer 
(1868) (fig. 250 and M), which in an undeformed foot 
can be drawn from the centre of the heel through the 
axes of the 3rd and Ist toes but are less useful practical 
guides to design (Ceeney 1953). Insistence on a straight 
inner border in a low-cut shoe would certainly protect 
the great toe from excessive deviation ; but, unless other 
adjustments were made to resist it, the pressure on the 
lateral toes would be unbearable. The modern male 
track-runner’s spiked shoe bas to be somewhat pointed 
and very tight over the toes to give the grip required ; 
if such shoes were worn for long periods by men, severe 

valgus would probably result. 

Fit is also important, particularly in closed-in shoes, 
less so in open sandals, for a well-designed shoe can still 
deform if it is too narrow or too short, or rub if it is loose, 
and Craigmile (1953) has shown the importance of 
frequent refitting in children. But, as Knowles (1953) 
points out, ‘“‘no amount of measurement of feet with 
impressive apparatus, ‘ scientific ’ training of shoe fitters 
and use of X-ray equipment ’’ can compensate for the 
bad design of most shoes for adults. These must 
necessarily deform however well fitted. 


Summary 


An experimental sandal is described in which the 
straps can be joined to the soie in various positions. 

When socks are worn, friction alone is insufficient to 
prevent the foot from sliding forwards on the sole, 
particularly in walking downhill. 

Unless the pressure is -taken over the instep it falls 
on the toes, which must then be formed into an artificial 
wedge and forced into a socket provided by the toe region 
of the sandal. 


Modern low-cut shoes of ‘‘ court’’ type are necessarily 
deforming, for the pointed toe is essential to its security. 


Our thanks are due to our numerous assistants and advisers, 
particularly the officers of the National Leathersellers’ 
Association, the National Leathersellers’ College, and of 
Satra House, and to Mr. J. H. Kugler for the photographs. 
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Reviews of Books 


Connections of the Frontal Cortex of the Monkey 
WeENDELL J. 8S. Krrec, professor of anatomy, North- 
western University Medical School. Springfield, II. : 
Charles C. Thomas. Oxford: Blackwell Scientific 
Publications. 1954. Pp. 299. 75s. 6d. 


A DISPLAY of technical virtuosity will always compel 
admiration, and those who are familiar with the writing 
and illustration in Professor Krieg’s earlier book on 
functional anatomy will again admire his care with the 
experimental and histological work on which this new 
publication is based, as well as the beautiful presentation 
adorned by his own drawings. 

Beginning from the assumption that the Marchi staining 
technique offers the surest method of establishing cortical 
connections, Professor Krieg produced seventy thermo- 
coagulative lesions in the frontal cortices of monkeys and then 
proceeded to examine serial sections of the Marchi-stained 
material. He has traced the neuronal pathways as shown 
by the distribution of the Marchi granules, and reconstructed 
in a series of transparent drawings with perspective models 
his three-dimensional map of these interwoven fibres, indicating 
associational and projectional connections. 


The admirably clear drawings suggest a mild idealisa- 
tion of the results of the Marchi technique, the caprices 
of which are only too well known. As Professor Krieg 
himself says, ‘‘ counting Marchi granules is a hazardous 
and unsatisfactory procedure.’’ But the book certainly 
contains much of value to all who are interested in the 
structure and function of the primate brain. The writing 
is racy, lucid, and forthright. 


Sir Hans Sloane 
The Great Collector and his Circle. E. 
D.LITT., M.R.I.A. London: 
Pp. 234. 18s. 

Sir Hans Sloane (1660-1753), that remarkable man, 
was elected a fellow of the Royal Society at the age of 25, 
and became president of the Royal College of Physicians 
and of the Royal Society. 

He was a fashionable physician who numbered among his 
patients Queen Anne and the first two Georges ; but he was 
also a pioneer of milk chocolate and a collector on the widest 
seale. After his death his collection was bought by the Govern- 
ment for £20,000 and became the nucleus of the British 
Museum. It consisted of “ too great a variety to be parti- 
cularly described,’ including a “ library of books, drawings, 
manuscripts, prints, medals and coins; ancient and modern 
antiquities, seals and cameos, intaglios and precious stones, 
agates and jaspers, vessels of agate, jasper or crystal ; mathe- 
matical instruments, drawings and pictures.’’ Horace Walpole, 
one of the trustees, remarked to one of his friends: ‘‘ You will 
scarce guess how | employ my time ; chiefly at present in the 
guardianship of embryos and cockle-shells. Sir Hans Sloane 
is dead, and has made me one of the trustees of his museum, 
which is to be offered for £20,000 to the King. He vaeiued it at 
four score thousand; and so would anybody who loves 
hippopotamuses, sharks with one ear and spiders as big as 
geese |” 


St. Jonn Brooks, 
Batchworth Press. 1954. 


Sloane’s abiding monument is the British Museum. He 
is commemorated by Sloane Square and Hans Crescent, 
but he has had to wait two hundred years for a full- 
length biography. 

Cerebrovascular Disease 
JaMES PETER MURPHY, M.D., assistant clinical professor 
of neurological surgery, George Washington University 
School of Medicine. Chicago: Year Book Publishers. 
London: Interscience Publishers. 1954. Pp. 408. 90s. 


MorRBIDITY and mortality from degenerative disease 
inevitably increase as our population ages. Cerebro- 
vascular disease in its. different manifestations today 
presents problems in treatment to the general practi- 
tioner, the general physician, the geriatrician, and the 
neurologist, and problems in diagnosis to an even wider 
circle a tictnse. To gather between the covers of one 
book all the relevant facts would be impossible, but 
Dr. Murphy has made a brave attempt to offer his 
readers something which the textbooks of their own 
specialties do not provide. 
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Dr. Murphy is a neurosurgeon, and his opening chapters 
on the anatomy and physiology of the cerebral circulation 
are the best in the book. In dealing with anomalies of the 
vascular system and with the development and symptoms of 
intracranial aneurysms his touch is again sure. But his 
account of degenerative arterial disease is perhaps more 
diffuse than present knowledge warrants. The chapters on 
blood dyscrasias, vitamin deficiencies, and headache are 
probably unnecessary, and they increase the length of the 
book, and presumably its cost, without providing much 
relevant information. The two chapters on diagnostic and 
therapeutic procedures, however, are useful. Major surgical 
procedures are briefly described, and the detailed descriptions 
of the technique of angiography and of stellate-ganglion 
block will help many readers. The illustrations are generally 
well chosen and skilfully executed. A diagram of the blood- 
supply of the basal ganglia shows the difficulty of presenting 
in a single picture of two dimensions the complex and tortuous 
three-dimensional pattern of this part of the cerebral 
circulation. 


A Study in the Epidemiology of Health 


Kent Papriatric Socrety. Copies from the Medical 
Officer of Health, 14, Brampton Road, Bexleyheath, 
Kent. 1954. Pp. 88. 10s. 6d. 


At the suggestion of the late Professor Ryle, this 
society set out to see whether they could objectively 
distinguish among children aged 10 those who were 
mentally and physically exceptionally healthy from those 
who were moderately healthy and those who were 
definitely unhealthy. They went on to look for con- 
trasting features in the background of the three groups 
by means of a detailed questionary completed at an 
interview with the parents. On the whole, for reasons 
partly inherent in the difficulty of the scheme, and partly 
because of errors in planning, the survey suggests, but 
does not establish, the genetic and environmental factors 
which lead to superior health in children. But the 
attempt was clearly well worth making as an experiment 
in method. 

Some of the limitations of the survey were that only 750 
of the original group of over 1000 were included, because 
the parents of the remainder did not codperate : the “* honours” 
children were mainly those who gained on_ personality, 
measured 6n. @ madified Rorschach test, because high marks 
were more freely given for this than for the intelligence or 
for the physical-endurance test: the samples of the ‘‘ pass” 
and “ failed ’’ called up for interview were small and incom- 
plete. The correlations with “‘ honours ”’ found at the 5% 
level of significance or better included no family history of 
epilepsy, the practice of birth-control, the use of corporal and 
other punishment, regularity of attendance or non-attendance 
at church, and attendance of the mother at antenatal 
clinics. It is not suggested that these were necessarily 
causative ; some of them may be regarded as signs of a 
sensible and well-ordered home. There were no social-class 
differences between the groups, but the area studied is perhaps 
unusually homogeneous. 


Manual of Medical Helminthology 
C. J. HACKETT, M.D., F.R.C.P., lately director, Wellcome 
Museum of Medical Science, London ; with the codpera- 
tion of Prof. J. J. C. Buckiey, p.sc., department of 
parasitology, London School 6f Hygiene and Tropical 
Medicine, and the late Prof. F. MurGarroypb, M.D., 
F.R.C.P., department of clinical tropical medicine, London 
School of Hygiene and Tropical Medicine. London: 
Cassell. 1954. Pp. 330. 18s. 6d. 


THis new kind of book, written for doctors in the 
tropics, should be equally welcome to students of tropical 
medicine at home. The style is telegraphic, didactic, 
but intelligible ; the illustrations are excellent, and the 
fine and accurate line-drawings of snails are especially 
helpful at the present moment when classification, based 
on shell morphology, is a vexed question. To the older 
reader modern nomenclature seem ever-changing. Many 
of the traditional names have been discarded, yet we 
still cannot hope for finality. The information in the 
book is based on the helminthic exhibits admirably 
arranged in the Wellcome Museum, where Dr. Hackett 
worked for so long. A glossary of helminthological terms 
with their derivations, four helpful diagnostic charts, 
and an index complete this useful manual. 
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lrade mark 


an aerosol solution for excessive bronchopulmonary secretions 





O LOWER SURFACE TENSION and liquefy asphyxia and bronchiolitis* it has proved life- 
mucopurulent secretions, ‘Alevaire’ contains saving. 
a new detergent in alkaline solution for use APPLICATION must be through a nebuliser 
alone or as a vehicle for aerosol therapy with which will deliver a fine, dry mist when 
antibiotics and bronchodilators. It is non-toxic attached to a suitable air compressor or oxygen 
and non-irritant. supply tank, as particle size is of considerable 
This preparation is indicated in a variety of importance. ° 
diseases and conditions of the lungs accompanied Details of ‘Alevaire’ and its application are 
by thickened or excessive bronchopulmonary available on request, together with a leaflet 
secretions and in some cases of neonatal illustrating suitable apparatus. 





* Lancet, 1954, 7, 1011 
Manufactured in Ergland by 


Ttanm PRODUCTS LTD - NEVILLE HOUSE - KINGSTON-ON-THAMES - SURREY 
Associated export company: WINTHROP PRODUCTS LIMITED 
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A new treatment for “ | 
threadworm and 
roundworm infestation 


‘Entacyl’ is a particularly effective anthelmintic. 
Its action is rapid. Its taste is pleasant. Its adminis- 
tration is not accompanied by nausea or other side 
effects even in very young children, Complete 
eradication is obtainable without the use of an enema. 
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DOSAGE: I tablet per year of life per day up to the age of six 
years. Over six F ret of age 2 tablets three times a day. 
This dosage should be administered for one week. 
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Pads of instruction leaflets intended to be handed to patients 
undergoing treatment with Entacyl are available on request. 


“ENTACY L's 


Tablets containing Piperazine Adipate 300 mg. 
(Brit. Pat. Appn. No. 29123/53) 
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Basic N.H.S. prices: ; 
Bottles of 25 at 3/- and roo at 10/- ) 


Fully descriptive literature and specimen \\ 
packings are available on request. ) 
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rn anthelmintic 


in Elixir form 


The treatment of threadworm infestation has always been 
tedious and troublesome with a very low rate of cures and 
a high incidence of re-infection. 

The use of Helmezine Elixir greatly simplifies the treatment of 
threadworm infestation and eliminates the need for the 

use of enemas, suppositories, purging and _ starvation. 


Helmezine Elixir is well tolerated even by young 
children. It is palatable, easy to administer and rapidly effective. 


HELMEZINE Alixir 


Each teaspoonful (4 c.c.) contains-piperazine citrate equivalent to 
500 mg. of piperazine. Bottles of 4 fluid ounces. 
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Sanatoria 


An old Persian aphorism says : Where the Sun and 
Air do not enter the Physipian enters often. It is 
only a short step from the beltef that fresh air prevents 
disease to the use of fresh air in treatment; and 
GALEN recommended for the tuberculous a well- 
ventilated underground room in the mountains. In 
the centuries that followed, GALEN’s teaching was 
neglected ; but in 1840 GkorGE BopriNneToN published 
his Essay on the Treatment and Cure of Pulmonary 
Consumption, on principles Natural, Rational, and 
Successful. In this he dealt largely with pathology, 
in terms which, as we modestly admitted, were “ far 
above the range of our limited powers of comprehen- 
sion.” 1 But he went on to write contemptuously of 
the current method of treatment by “ shutting the 
patients up in a close room” with resulting “ con- 
version of a slow or moderate consumption into an 
intense or galloping one.”’ He insisted that the most 
important remedy was “the free use of a pure 
atmosphere ; not the impure air of a close room, or 
even that of the house generally, but the air out of 
doors.”’ Medical thought of the mid-nineteenth century 
was unprepared for the ideas of BoprneTon or of the 
few others of like mind, such as Henry MacCormac 
of Belfast. But BoprncTron was paid an unusual 
posthumous compliment, for a copy of his essay was 
presented in 1907 to a medical inspector of the Local 
Government Board after an inquiry into the applica- 
tion by Birmingham City Council for sanction to 
build a sanatorium. His ideas, in fact, differed very 
little from those of the early part of this century. 
He believed in gradually increasing exercise in the 
open air, under constant medical supervision; and 
this became the corner-stone of sanatorium treatment. 
Moreover, he recognised that a hospital for con- 
sumptives must provide the means whereby “ cured ” 
patients could earn a living in sheltered occupations. 
He anticipated Sir PENDRIL VARRIER-JONES at 
Papworth by seventy-six years. 

The thoughts behind Boprneton’s beliefs are 
obscure; but certainly BrREHMER, who founded 
Gérbersdorf a hundred years ago, based his concepts 
partly on fallacy. He believed that, whereas tubercu- 
losis was most destructive in the foul air of large 
towns, it did not occur in high mountain villages. 
He inferred that life at high altitudes protected the 
body against the disease, and his treatment aimed at 
producing the bodily state of the mountain-dweller 
by regulated exercise in the fresh air of the Silesian 
heights. DrtrrwerLer, at Falkenstein, added rest in 
the open air to this regimen; and the well-known 
triad of rest, fresh air, and graduated exercise slowly 
became accepted. In Great Britain the idea spread 
slowly. By 1899 systematic open-air treatment was 
being applied fully in only three sanatoria for the 
poor—at Craigleith in Edinburgh under Sir RoBERT 
Puiuip, and at two small institutions in Norfolk under 
Dr. Burton-Fannina. The treatment was prescribed 
in a modified form at the Royal National Hospital 


1. Lancet, 1839—40, ii, 575. 
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at Ventnor.2. In the U.S.A. Epwarp Trupkau, 
influenced by the work of BREHMER and DerTwEILeER, 
determined to try the sanatorium method in the 
Adirondacks, where several years earlier he had him- 
self heen advised to live.* The Adirondacks Cottage 
Sanatorium received its first patients—two factory- 
girls—in the autumn of 1884. From this grew 
Trudeau Sanatorium, an institution with an inter- 
national reputation which was a model for the hundreds 
of sanatoria built in America during the next thirty 
years. This autumn, seventy years after its founda- 
tion, Trudeau Sanatorium has closed for lack of 
patients. 

The end of Trudeau Sanatorium cannot be wholly 
due to declining morbidity and a smaller need for 
hospital beds. It is more probably the result of 
economic and social changes, and changes in the 
character ot tuberculosis hospitals brought about by 
modern methods of treatment. In the words of the 
New York Times: ‘ the tendency has been away from 
isolated small ‘sanatoria of the Trudeau type to 
institutions near home and to medical centres.” 4 
Certainly the virtues ascribed to sanatorium treatment 
have changed since the start of the century. Few 
would now maintain that altitude, soil, vegetation, and 
climate greatly aid healing. The fresh air of the 
country remains, of course, desirable for convales- 
cents; and graduated exercise is rational after 
tuberculosis, as after any long illness. Possibly 
convalescence can often be best effected by residence 
in an institution ; but this is not essential in all cases. 
Moreover belief in the overwhelming importance of rest 
is tending to weaken ; the long records of the Trudeau 
Sanatorium itself suggest that its value has been 
overrated.® The picture has been profoundly changed 
by the antibacterial drugs. When these were new 
and little understood it was wise not to forget the 
old and well-proved remedies. But these drugs are 
now neither new nor strange, and it is time for many 
of the old methods to be re-examined. Is a long period 
of convalescence in special institutions really necessary 
in some types of disease ? Is it necessary, for example, 
to treat those with small uncavitated lesions by long 
periods of rest and convalescence away from their work 
and homes? Four months in a sanatorium costs 
perhaps £140-230; and to this must be added the 
cost of National Insurance and National Assistance 
Board payments, usually for an even longer period. 
Could ndt some of the patients be safely treated 
with drugs while they work ? Many sanatoria are far 
from large towns. It is difficult to staff these, and 
their patients may be cut off from friends and relations 
and are certainly denied the small things of town life 
to which they are accustomed. Is it really necessary 
or wise to confine non-infectious young people for 
months in surroundings where they suffer not only 
the irritations of institutional life but also the possibly 
adverse effect of being surrounded by others with the 
same disease ? Infectious patients should be isolated 
(without legal compulsion) for as long as possible ; but 
in this climate many sanatoria, built for open-air 
treatment of curable patients, are unfit for middle-aged 
and elderly chronic consumptives. From whatever 





2. Walters, F. R. 
of the World. 
3. Trudeau, E. L. 


Sanatoria for Consumptives in Various Parts 
London, 1899. 


An Autobiography. New York, 1928. 


4. New York Times, Dec. 5, 1954. 
Amer. Rev. Tuberc. 1953, 67, 401; Ibid, p. 421 


5. Mitchell, R. 8. 
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cause the demand on sanatoria is beginning to fall in 
this country also. One region in the south of England, 
which in earlier years had no vacant tuberculosis beds, 
has this autumn had vacancies as follows (out of a 
total of 1649 available beds, excluding surgical and 
other special units): September, 28; October, 37 ; 
November, 90; December, 103. Even allowing for 
the disinclination of patients to leave home just before 
Christmas, this is a striking fall. 

“Sanatorium treatment,” even with its changing 
meaning, is deeply rooted in medical thought. Its 
early advocates needed to have firm convictions and 
vigorous minds. DETTWEILER thought that “ the 
medical director . . . should not take upon himself 
the responsibility of such a post unless he . . . honestly 
feels that he can excel his co-workers in strength, 
creative power, discretion, faithfulness and duty.” 
No wonder that a method thus founded has remained 
so firmly entrenched. 


Chickenpox and Zoster 


In i892, von Boxay ! first drew attention to the 
connection ,between herpes zoster and chickenpox, 
and his observations have since been repeatedly 
confirmed. This association has been investigated by 
epidemiologists, experimentalists, and bacteriologists, 
and as a result a clearer picture of the ztiology of 
zoster infection is emerging. There is no doubt that 
outbreaks of whiat appears to be chickenpox follow 
cases of zoster much more commonly than can be 
accounted for by chance. There are some unusual 
features in the relationship of the two infections. 
Thus, second attacks of chickenpox or zoster are rare, 
but zoster commonly occurs in children or adults with 
a previous history of chickenpox.? In at least two 
isolated communities where cases of zoster occurred, 
no subsequent cases of varicella were recorded ° ; 
also the age and seasonal distributions of the two 
infections are quite different. The simplest explana- 
tion of these findings is that after chickenpox infection 
the virus may remain latent, and be activated by 
such factors as cold, pressure on a nerve, or treatment 
with arsenicals, with consequent herpes zoster. Since 
patients with zoster are not infected in their respiratory 
tracts they are poorer transmitters of virus than are 
patients with chic kenpox. This hypothesis requires 
that the viruses of chickenpox and zoster should be 
identical, and a great deal of evidence in this direction 
has been accumulated. 

On p. 1299 of this issue Dr. Horr Smvpson shows 
that people infected with chickenpox derived from a 
case of zoster were subsequently immune for a few 
years to ordinary chickenpox infection ; similarly 
people who had previously had chickenpox were not 
infected when exposed to virus derived from a case 
of zoster. These observations are in line with experi- 
mental findings. Kunpbratirz,* in 1925, inoculated 
children with vesicle fluid from cases of zoster. In 
17 out of inoculated children a local vesicular 
eruption etn which was followed in some cases 
by a generalised eruption indistinguishable from 
chickenpox ; and chickenpox dev eloped in contacts 


1. von Bokay, J. 


Wien. klin. Weachr. 1909, 22, 1323. 
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Coun... Lond. 1938, no. 227, p. 183. 
Brit. J. “Debm. 1932, 44, 1, 
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of the inoculated children after the usual incubation 
period. Kunprartirz failed to infect in this way 
adults, or children who had previously had chicken- 
pox; and he also failed to infect with chickenpox- 
vesicle fluid children who had recovered from infection 
induced with zoster fluid. BruusGaarp * confirmed 
most of KuNDRATITz’s findings, and he was struck 
by the frequency with which contacts of children 
inoculated with zoster fluid developed what was 
clinically and histologically indistinguishable from 
chickenpox fourteen days after exposure. Laboratory 
findings point to close similarities between the two 
ztiological agents. The skin lesions produced by 
zoster and chickenpox are histologically similar, and 
both contain characteristic intranuclear inclusions. 
Neither virus can be grown in laboratory animals nor 
fertile hen’s eggs, but serologically the two have been 
shown to be related. PascHEn *° demonstrated that 
elementary bodies present in zoster-vesicle fluid were 
specifically agglutinated by convalescent serum from 
cases of zoster; and Amrss ® found cross-reactions in 
agglutination tests employing elementary bodies and 
sera from cases of chickenpox and zoster. Cross- 
reactions in complement-fixation tests with extracts 
of infected crusts were reported,’ although not always 
confirmed ; more convincingly, Brarn § found that 
vesicle fluid from cases of zoster and chickenpox fixed 
complement equally well with zoster or chickenpox 
convalescent sera. WELLER ® has found that chicken- 
pox and zoster-vesicle fluid produce small foci of 
degenerated cells with intranuclear inclusions in 
human embryonic cells grown in tissue-culture. 
Curiously, most of the virus in these cultures remained 
within infected cells, and in order to demonstrate its 
serological characters antibody conjugated with a 
fluorescent dye was used. By this technique WELLER 
and Coons ?° showed that antibody reacting with 
chickenpox or zoster virus to an almost identical 
degree appeared during convalescence in the sera of 
chickenpox and zoster patients. 

This weighty evidence seems strong enough to 
support what has been called the monistic theory 
—that zoster and chickenpox are different manifes- 
tations of infection by the same virus, zoster being 
usually a reawakening of a latent infection. 


Operations on the Heart 


THE success of operations on the heart for the relief 
of valvular stenosis is generally immediate and 
spectacular. The conditions for such success are not 
only wise selection of cases and good surgical tech- 
nique, but also the avoidance of many hazards before 
and after operation. This aspect of cardiac surgery 
has been exhaustively studied by BLack and HarKEn,!! 
of Boston. 

Safe conduct of a patient through a cardiac opera- 
tion depends largely on judicious control of arrhythmia 
and prevention of myocardial irritability with its 
possible complications of cardiac arrest and the release 
of emboli. This is the special concern of the cardio- 






logist working in association with the surgeon. But 
5. Paschen, E. Zbl. Bakt. 1933, 130, 190. 

6. Amies, C. R. Brit. J. exp. Path. 1934, 15, 

7. Netter, A., Urbain, A. C.R. Soc. Biol., "Boris, 1924, 90, 189. 
8. Brain, R. T. Brit. J. exp. Path. iss, 14, 67. 

9. Weller, T. H. Proc. Soc. exp. Biol., N.Y. 1953, 83, 340. 

10. Weller, T. H., Coons, A. H. Ibid, 19: 54, 86, ) 
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no less important is the patient’s general metabolic 
state. Patients with mitral stenosis and congestive 
heart-failure are especially prone to disturbances of 
electrolyte balance, correction of which will in itself 
go some way towards preventing cardiac irritability, 
ventricular fibrillation, and cardiac arrest. Wu£.son 
et al.!* have identified two fundamental types of 
electrolyte pattern in the cardiac patient. The 
majority have normal or high stores of sodium in 
the body-tissues with serum-sodium values within the 
normal range, while the total body-water is almost 
invariably increased. In a smaller group sodium 
stores are depleted. These are desperately ill patients 
who have been in severe congestive heart-failure 
requiring long-continued sodium restriction and 
vigorous mercurial diuresis. It has proved possible to 
reverse this condition and, in a few cases, to bring 
successfully through operation . patients with pre- 
operative serum-sodium values below 125 m.eq. per 
litre, who were previously regarded as prohibitively 
bad risks. In general it is preferable to delay operation 
until the serum-sodium level reaches 130 m.eq. or 
more. The routine administration of saline solution 
to all patients about to undergo cardiac operations is 
unwise, since commonly the total exchangeable-sodium 
value is high. Patients with sodium depletion are 
given a single dose of 250 ml. of 3°% sodium chloride. 
If the serum level rises without an increase of body- 
weight or cedema, a few days of oral sodium adminis- 
tration with fluid restriction is indicated preopera- 
tively. Before operation the body-weight and excess 
fluid should be reduced as far as possible. To this end 
diuresis is important, and Biack and HARKEN 
administer 1 ml. of meralluride even to patients with 
no obvious cedema. At operation sudden hemorrhage 
probably removes the stimulus for ventricular con- 
traction that is present in a well-filled chamber and 
is very badly tolerated by the enlarged heart of 
chronic rheumatic disease and severe mitral stenosis. 
Arterial transfusion assures adequate perfusion of the 
coronary vessels. Cardiac irritability and ventricular 
fibrillation are serious hazards of operation. Methods 
of prevention include, besides careful metabolic 
preparation of the patient, administration of digitalis 
regulated to maintain the heart-rate at about 80-90 
per minute. Cardiac arrest is particularly apt to 
occur in hearts that have been depressed by quinidine 
or procaine. For this reason the routine use of these 
drugs in prophylaxis is inadvisable. If irritability 
appears during operation, they can be given into a 
vein or directly into the heart. After operations on the 
mitral valve, disturbances of water and electrolyte 
balance are second only to cerebral embolism as 
sources of morbidity and mortality. Often the serum- 
sodium level falls notably by the second postoperative 
day, possibly owing to the shift of sodium from the 
serum into the cells. Dilution of serum, due to 
accumulation of body-water, also contributes to the 
low serum level and calls for restriction of the fluid 
intake. Moreover, sodium stores may have been 
depleted by long periods of sodium restriction and 
diuresis. In such cases the administration of small 
amounts of hypertonic saline solution results in a rise 
in the serum-sodium level and correction of the 
associated clinical aberrations. Generally when opera- 





12. Wilson, G. M., Edelman, I. 8., Brooks, L., Myrden, J, A., Harken, 
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tion has successfully improved the circulatory dyn- 
amics the electrolyte balance gradually returns to 
normal if water and salt loading are avoided ; restric- 
tion of water and salt intake may be a life-saving 
measure in cases of more severe congestive heart- 
failure. 

Metabolic studies have significantly aided cardiac 
surgery by defining the water and electrolyte disorders 
and by placing treatment on a rational basis. But close 
observation of each patient, including his response to 
therapy, is necessary if complete disintegration of the 
circulatory balance is to be avoided. Excellent 
biochemical resources are essential, but these will be 
of no avail unless someone is constantly at hand to 
tip the scales this way or that, according to the clinical 
signs and laboratory findings. The “ metabolic 
physician” is becoming a necessary member of the 
surgical team ; for the surgeon rarely has either the 
specialised knowledge or the opportunity to exercise 
the detailed control on which success depends. 


Muck and Magic 


Ir is said, often and with sincere conviction, that 
we should leave the phosphates in France, the potash 
in Germany, and the ammonium sulphate in the 
factory, and fertilise our fields and gardens with 
vegetable refuse fermented by excreta. Another 
school of agronomists argues powerfully that the 
physical and moral benefits to be expected from this 
practice are likely to be preceded by extinction from 
starvation. It is a foolish debate which wastes time 
and temper; for it is as much a commonplace of 
good farming to return residues to the soil as it is to 
replenish, from without, stores of nutriment depleted 
by cash crops (which explains why it is so hard to 
get a load of manure for the cabbage patch). It is 
lack of muck as much as lack of will which drives the 
farmer so often to the fertiliser bag. 

Nowadays in this country few use human excreta for 
this purpose, but it is a habit as old as the hills. They 
may be applied to the soil neat, as night soil or liquid 
sewage, or as sludge from the sewage-works ; or they 
may be used to ferment organic matter to form a 
compost, poorer in mineral salts but useful for giving 
a good texture to the soil. The chief difficulty in 
using sewage as fertiliser in this country is that 80°, 
of us live in cities. Our grandfathers came to know 
something of the epidemiology of enteric fever in an 
age of plenty. Not thinking what they were wasting, 
they piped their urban sewage, with or without 
purification, into the nearest river or (better) the 
ocean. We are now beginning to realise that this 
policy was not only spendthrift but not even as safe 
as it seemed ; and a recent study of the pollution of 
coastal waters deserves attention. In some places, 
especially in other lands, urban sewage is used for 
irrigation in the neighbourhood of the town, but in 
general it requires a good deal of planning and equip- 
ment if any part of this waste nutriment is to benefit 
the farmer. In 1951 the Minister of Housing and 
Local Government set up a working party to collect 
information on what had and what could be done. 
The technical details of the report * do not concern us 
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much ; but the general aaibiliaibids was . that while 
liquid sewage may be applied with benefit to grassland 
near the sewage-works, to produce a compound easy 
to store and handle and at the same time worth 
carting further afield involves a host of technical 
and financial problems. Some local authorities have 
made a modest profit in this way, but others have 
abandoned the practice for one reason or another. 
We hope the report will stimulate further experiments. 

Our particular interest in all this lies not in the 
problems of engineering or agriculture but in the 
risks to human health. Our grandfathers’ enthusiasm 
for sanitary science was justified by its results, and 
even now we hear of outbreaks of intestinal infection 
traced to direct contamination of drinking-water by 
sewage. The dangers of using sewage as a fertiliser 
are, however, modified by the form in which it is 
used, the crops to be grown, and other factors of which 
the climate is not the least. Applied to grassland in 
its natural state, it is not likely to do harm: there 
are few diseases shared by man and cattle, though it 
is well to remember that they include tuberculosis 
and some salmonella infections. Its use as an aid to 
vegetable-growing has given rise to conflicting reports, 
but some careful experiments from the New Jersey 
Agricultural Experiment Station suggest that even 
when the leaves and fruit of tomatoes are sprayed 
with polluted water contamination does not last for 
much more than a week. Cysts of Hntameba 
histolytica survived for a shorter time (the summer 
in New Jersey is dry) but eggs of ascaris have a life 
of a month or more. In short, excluding the last, if 
the use of sewage is discontinued a month before 
picking no danger results. On the other side of the 
U.S.A., Duntop and his colleagues pursued experi 
ments on these lines on land used for market-gardening 
and irrigated with water from which they isolated 
species of salmonella on many occasions.4 Of 45 
samples of lettuce, cabbage, and celery not one was 
found to contain salmonella. (Celery is one of the few 
vegetables of which the parts in direct contact with 
the soil are eaten raw by civilised man.) Nevertheless 
we are inclined to advise caution in the use of raw 
sewage as a manure: the standards of the tidiest 
farm are not those of the operating-theatre. ‘‘ Sewage 
sludge ” covers a range of products whose nature and 
bacterial content depend upon the methods employed, 
and for this reason the evidence for the survival of 
pathogenic organisms is conflicting. The risk of 
spreading infection is less than that arising from 
sewage, but it cannot be overlooked. In theory 
composted refuse should be safe, since the heat of 
fermentation ought to destroy all vegetative bacteria. 
It is not easy, however, to be sure that all the compost 
has reached a lethal temperature, and to make a 
satisfactory product requires very precise attention 
to detail. For what it is worth, the high incidence of 
amoebic dysentery in China (perhaps 25°) has often 
been attributed to compost made from human 
excreta by that race of master gardeners. 

Two recent reviews of the whole subject from Italy 
and Yugoslavia deserve particular notice.6® Both 


industr. 
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are countries ambitious to raise e their standards of 
health but not in a position to overlook any available 
source of fertilisers. Both reports emphasise our 
ignorance of many fundamental facts upon which 
rational judgment of the issues will depend. (The 
report of our own working party makes no serious 
mention of the dangers to health). Some of our 
local authorities would do work ‘of great value if they 
would initiate research into the numbers of salmonella 
occurring in sewage and the proportion of these which 
survive in sludge. Though we know little about the 
dose necessary to cause infection, it is pretty certain 
that this problem must be attacked numerically and 
over a long time. So far as we know, no human 
infections in this country have been traced to sewage 
or sludge used on the land; but the origin of most 
sporadic salmonella infections is quite unknown. A 
recent increase in the prevalence of cysticercosis in 
cattle was attributed to the fouling of pasture by 
sewage from temporary camps, but no other diseases 
of cattle were attributed to this. Another similar 
possible source of infection is the use of tannery wastes 
containing anthrax bacilli on arable land. But all 
these are a very small part of the dangers which we 
all face every day, and it would be a pity if zsthetic 
and preconceived hygienic objections should prevent 
serious inquiry into a practice which is likely to be 
more valuable in the future. 





Annotations 


HEPATIC CIRCULATION IN ASCITES 

THE widely held view that ascites resulted from fibrotic 
occlusion of the intrahepatic portal bed was seriously 
assailed by Herrick,! who observed that on perfusion via 
the portal vein more fluid was taken up by a cirrhotic 
liver than by a normal liver of the same size. MeIndoe,? 
on the contrary, found in cases of cirrhosis a deficit in all 
three intrahepatic vascular systems, which was least 
pronounced in the hepatic artery ; while Dock * found 
considerable case-to-case variation, some results agreeing 
with Herrick’s and others with McIndoe’s. 

Madden et al.* seem now to have clarified the situation. 
Their technique was similar to that of McIndoe. Coloured 
‘Neoprene’ latex was injected into the three vascular 
systems of freshly removed livers (yellow, red, and blue 
for the portal venous, arterial, and hepatic venous 
systems) and the specimens were then macerated in 
30% hydrochloric acid until only the injected vessels 
remained. Three normal and twenty diseased livers 
were studied, including fourteen with cirrhosis, three 
with extensive metastases, and three from cases of 
congestive cardiac failure. 

In the normal livers the vessels of the three types were 
dense and uniform. The cirrhotic livers fell into two 
distinct groups. Those from cases of irreversible ascites 
were conspicuous because of a striking reduction in the 
hepatic venous bed (i.e., the outflow tract), which was 
emphasised by a relative and absolute increase in the 
portal venous and arterial beds (i.e., the inflow tract). 
This disproportion between the inflow and outflow tracts 
was not seen in livers from patients without ascites, 
where there was a balanced reduction of afferent and 
efferent vessels. Changes equally characteristic were 
found in the other conditions investigated. Thus in cases 
of congestive cardiac failure dilatation of the tributaries 
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of the hepatic venous tree was the outstanding feature, 
whereas in livers with extensive metastases the arterial 
bed predominated. These gross anatomical findings 
were supported by microscopic examination. On this 
basis Madden et al. postulate that ascites results from 
imbalance between hepatic inflow and outflow. In 
irreversible ascites the imbalance is due to fibrotic 
occlusion of the hepatic venous radicles ; in reversible 
ascites it is due to compression of all these vessels by 
parenchymal cells swollen with cedema or fat. These 
workers suggest that, if Herrick’s material was obtained 
from cases in which ascites was irreversible, and McIndoe’s 
from cases in which the condition was still reversible, 
the difference between their results is understandable. 

If, as seems likely, these findings are correct, ascites is 
due, in the vast majority of cases, to vaseular imbalance 
from impaired outflow; and in such cases the current 
practice of inducing a portacaval shunt to relieve the 
portal hypertension must be regarded as unphysiologieal ; 
for, though it diminishes the imbalance by reducing 
inflow, it does nothing to increase outflow. In cirrhosis 
the intrahepatic circulation is already considerably 
impaired, and the further reduction resulting from such 
an operation must affect unfavourably the nutrition of the 
parenchymal cells. Benefit from such an operation 
implies that the relief of portal hypertension may some- 
times outweigh the adverse effect of still further curtailing 
the cirrhotic liver’s diminishing blood-supply. It would 
be physiologicatly sounder to increase the hepatic vascular 
outflow ; and Madden and his colleagues refer to two 
cases in which this has been attempted by the application 
of magnesium trisilicate to promote adhesions between 
the liver and the diaphragm. The value of this operation 
will be assessable only when it has been tried in a larger 
series of patients. 


BIOLUMINESCENCE 

Atmost all of us must at some time have been fascin- 
ated by the luminance of some small animal, such as a 
glow-worm or firefly. Fireflies are thought to use lumin- 
ance for communication; but its value to organisms 
such as bacteria is much less clear. Conceivably it 
represents a reversal of a photosynthetic pathway used 
when the organism existed in a more primitive state— 
an idea supported by the observation that green plants 
are slightly luminescent, and that this property is due 
to reversal of their photosynthetic mechanism. McElroy 
and Strehler! have shown how bioluminescence is 
indirectly important to us. 

Most of our knowledge of the property has been 
obtained from the luminant Achromobacter bacilli. The 
luminescent system of each group appears to have its 
own characteristics, but basically there are three parts : 
the luminescent compound, which when activated emits 
light and is called the luciferin ; an enzyme, the luciferase, 
which activates the luciferin ; and a means of supplying 
the energy which the first two parts of the system 
convert to light. Several substances, under the appro- 
priate stimulus, can emit light, and so far the compounds 
responsible for bioluminescence have not been conclu- 
sively identified ; but there is good evidence that in 
batteria this compound is a reduced riboflavine phos- 
phate, while Strehler and Sites? have found that the 
active principle of firefly luciferin may be a dipyrimido 
pyrazine compound. 

All this may seem remote from clinical medicine, but 
the investigations have aided studies of certain metabolic 
pathways which lead to the production of energy. These 
reactions have also been used for detecting oxygen ; 
and* they have proved useful for assaying several 
physiologically active substances, including adenosine 
triphosphate. 
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THE ILEOSTOMY STOMA 


On occasion the large bowel has perforce to be removed ; 
this situation arises with ulcerative colitis most com- 
monly, and also with the rare familial polyposis of the 
eolon. The permanent ileostomy which must then be 
constructed raises problems which differ from those 
associated with colostomy. The movements of the large 
bowel are related to meals, so with a colostomy motions 
may be anticipated at certain times of the day, and the 
feces, being solid, may be disposed of readily; and 
there is little fear of embarrassing leakage with over- 
lying dressings inadequate for their retention. From 
an ileostomy the excretion is seldom formed and the 
fluid discharges take place at any time: until the intro- 
duction of the Koenig-Rutzen bag, which adheres to 
skin, an ileostomy was almost impossible to contro) and 
it was therefore regarded as a last resort. The adherent 
bag has widened the scope of surgery for ulcerative 
colitis ; and as a result more lives have been saved and 
more patients returned to active, profitable, and even 
enjoyable existence. But the ileostomy must function 
efficiently and ‘not lead to complications; and since 
these are far commoner than with colostomy much 
attention has been paid to technique in constructing an 
ileostomy. 

Intestinal obstruction, the commonest complication, 
may be due to any of several causes, one of which is 
stenosis at the stoma. When the stoma is formed by 
simply exposing one.or two inches of ileum on the 
abdominal wall the serosa is soon covered with granula- 
tion. tissue, and ultimately the mucosa becomes spon- 
taneously everted and drawn down to skin level. Sear 
tissue develops where the granulations were, and the 
fibrosis creates stenosis. The ensuing partial obstruction 
is recognised by colicky pain and a considerable watery 
discharge leading to electrolytic disturbance. Warren 
and McKittrick } drew attention to this syndrome and 
named it ileostomy dysfunction. In order to avoid 
scar-tissue formation, skin-grafts have been applied to 
the serosa. This method is particularly popular in 
America ; no less an authority than Bargen? regards 
it as the most important recent advance in surgical 
management of the disease. But it is not recent; more 
than a decade ago Dragstedt et al.* introduced the 
method, using split skin in order to overcome the dis- 
advantages of the rigid ileostomy box then in use. Full- 
thickness grafts have also been used, but the unsightly 
penile end is too thick to be easily adapted to the bag. 
In this country skin-grafting has been done less 
commonly, for the grafts have not always prevented 
stomal stenosis. 

Brooke * has instituted eversion of the protruding 
ileum apd suture of mucosa to skin, thus avoiding 
exposure of the serosa. he simplicity of this method 
is attractive and it is gaining acceptance not only here, 
where St. Mark’s Hospital has given its hallmark to the 
procedure,® but also in America where Dennis * has 
been finding it eminently satisfactory. From the Cleve- 
land Clinic there now comes another modification of the 
same principle. Crile and Turnbull,? who have studied 
the mechanism of ileostomy dysfunction and have 
confirmed the cause, evert the mucosa alone. This calls 
for removal of the muscle and serosa of the everted layer, 
so that the everted mucosa is ‘‘ grafted ’’ directly to the 
serosa of the ileum emerging from the abdominal wall. 
The exposed ileum may seem an insignificant area for 
so much attention, but it is by no means unimportant. 
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TEMPOROMANDIBULAR ARTHROSIS 


DisEASE of the temporomandibular joint may manifest 
itself in symptoms ranging from simple clicking to pain 
in the joint radiating to ear and temple, with tinnitus, 
deafness, and possibly dizziness... In an analysis of 
patients presenting with lesions of this joint Hankey ? 
found that women aged 20-30 were most commonly 
affected. 20% of cases were due to extrinsic trauma— 
a blow, a fracture, or a difficult dental extraction. 
Among the cases due to intrinsic trauma dental distur- 
bances, such as malocclusion and overoceclusion, were 
the commonest causes. Over half the patients complained 
of a click, which was almost always unilateral, and was 
associated with pain in the joint or was referred either 
along the auriculotemporal nerve or along the second 
or third divisions of the trigeminal nerve. Movements 
of the jaw were usually either irregular or restricted. 

Probably the usual treatment is excision of the intra- 
articular meniscus ; and excision of the condyle of the 
mandible, particularly when true arthritic changes are 
present, is also of value. But these measures were 
applied in only 20 of the 150 cases described by Hankey, 
who found that in most cases symptoms were much 
relieved by rest with or without dental wiring, or con- 
servative dental treatment with the provision of dentures 
where necessary. With proper dental care disease of the 
temporomandibular joint might become less frequent. 


LE MAL DES CERISES 

UNDER the above title, Verheggen* has described 
cases of painful aphthous stomatitis in people who had 
eaten cherries. We are assured by allergists that stomatitis 
of this sort is not uncommonly due to allergic reactions 
to various foods. In this particular instance the story 
will delight those who are sceptical of ‘‘ allergy ’’’ as the 
explanation of most human afflictions. 

The tongue, palate, pharynx, and gums were affected 
with reddish papulovesicular elements, some of which 
were ulcerated. Eating and swallowing were unpleasant 
because of pain and a burning sensation, as though the 
patient had been chewing nettles. .The author’s little 
daughter having observed that each of the incriminated 
cherries contained a maggot, he was struck by the thought 
that the maggots rather than the fruit might be culpable. 
He thereupon crushed two of these maggots and applied 
the pulp to his own tongue ; this caused a fiery inflamma- 
tion of the tongue, palate, and pharynx which persisted 
for eight days. 

The parent parasite was unfortunately not identified, 
but it was probably one of two fruit flies common 
in the district—Rhagoletis derai or Ceratitis capitata. 
Neither of these is notorious as the cause of more than 
horticultural dismay. Various larve are known to cause 
dermatitis, stomatitis, and conjunctivitis on contact. 
Prominent among these are hairy caterpillars, such as 
those of the puss moth which are armed with poison 
glands prolonged into hollow pointed hairs. While there 
may be an allergic element in the reactions to such 
creatures, it is probable, by analogy with the venoms 
of sea anemones * and wasps,° that the caterpillar toxin 
contains histamine or histamine liberators. 

In the case of the cherry-fly maggot, it seems more 
probable that the irritant is present in the tissue juices. 
Such irritants are less well recognised in larve than in 
adult arthropods, among which the cantharides beetle 
is pre-eminent. Livingstone, however, was familiar 
with the use of the larva of an African beetle, Diamphidia 
locusta, as a source of an arrow poison; the toxic prin- 
ciple is absent from the adult beetle. Even the humble 
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-abbage white caterpillar is known to contain a juice 
with a nauseating taste. Applied to the tongue, this 
** causes a burning sensation which is not to be ignored.”’ ® 


THE INTERNAL CAROTID ARTERY 

Because of the rapid development of techniques 
for replacing unhealthy arteries the pathologist is now 
required to define the types and sites of disorders in 
vessels which hitherto have not been closely studied. 
Necropsy usually includes examination of the carotid 
arteries, but this examination may stop short of the 
commonest site of occlusion—namely, the first half-inch 
of the internal carotid artery. Fisher? of Montreal, 
who has made a special study of this important artery, 
draws attention to the frequency of occlusion at or near 
the carotid sinus. He regards angiography as a research 
rather than as a clinical technique ; but the recent work 
of Thomson * and Ochs et al.® has underlined the value 
of this investigation, which is likely to be used more 
widely now that Mr. Eastcott and his colleagues !° have 
shown the feasibility of reconstructing a diseased internal 
carotid artery. 

The ligation of an internal carotid artery for injury 
or aneurysm in an otherwise healthy person is not 
comparable to occlusion by degenerative disease ; 
for the three other arteries that can be relied on to fill 
the circle of Willis in the healthy are likely to be 
themselves involved when a degenerative disorder has 
blocked the internal carotid artery—though it is surpris- 
ing how commonly the patient escapes hemiplegia. <A 
further good reason for operating in cases of degenerative 
disease is that occlusion of one carotid artery may be 
followed by occlusion of the other; this sequence was 
found in two of the three fatal cases described by Ochs 
and in eleven of Fisher’s forty-five necropsy cases. 

It would be interesting to learn from pathologists 
who examine post-mortem cases of senile dementia 
how often they find occlusion of the carotid arteries. 
Both Hughes et al.“ and Fisher’? have commented on 
the relation of blood-supply to cerebral deterioration ; 


Hughes was especially concerned with the smailer 
arteries, and Fisher with the larger arteries. None of 
Hughes’s fifteen necropsy cases of chronic cerebral 


hypertensive disease showed gross carotid block ; but 
of Fisher’s necropsy cases of carotid occlusion dementia 
had been a clinical feature in about a third, while 
hemiplegia had been present in only half. 

It seems, then, that arteriographic studies of patients 
with vascular disease of the brain will bring to light some 
cases that would respond to relief of carotid occlusion. 
But the technical problems in a deep dissection of the 
upper neck are formidable : the occluded segment is some- 
times inaccessible ; and angiography may not display 
the upper part of this segment, though it shows the lower 
limit. Easteott, in the case where he operated success- 
fully, was prepared to use a graft; but an end-to-end 
anastomosis between the common and internal carotid 
arteries sufficed; this measure had previously been 
successfully adopted by Shea and Harrison * where the 
carotid bulb was damaged during excision of a maxillary 
neoplasm. 

Full understanding of the causes, and the factors 
determining the localisation, of atheroma and thrombosis 
still eludes us; and meanwhile the surgeon is likely to 
find increasing scope for useful work in the treatment of 
cerebral vascular disorders. 
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RENAL CHANGES IN ECLAMPSIA 


Most research into the cause of eclampsia at present 
stems from two different teleological assumptions. The 
first is that the syndrome of acute eclamptic episodes in 
late pregnancy is related in some way to the release 
of thromboplastin, due to uterine and placental trauma, 
with consequent intravascular coagulation and fibrino- 
gen consumption,. so that the blood finally becomes 
incoagulable.t This has been likened to a generalised 
Shwartzman reaction.2, The second assumption is that 
the lesions at all stages of toxemia of pregnancy, from 
pre-eclamptic toxemia to eclampsia with fits, are caused 
by a disorder of endocrine activity. 

Govan * has compared the histological findings in the 
kidneys of 33 fatal cases of eclampsia with those in 12 
pregnant women who had died from causes other than 
eclampsia, hypertension, or renal disease. In the cases 
of eclampsia he found enlargement and _ increased 
cellularity of the glomerular tufts with thickening of the 
mesangium, due to expansion of the intercapillary space 
with formation of droplets. The afferent glomerular 
arteriole usually had an irregular lumen, owing to the 
presence of eccentric subendothelial deposits. The 
proximal convoluted tubules showed cloudy swelling and 
contained albuminoid debris, although cast formation 
was infrequent ; the distal tubules often contained casts. 
Govan noted that where casts were numerous there was 
nearly always a history of *‘ kidney trouble ’’ in previous 
pregnancies, and the systolic blood-pressure had been 
more than 200 mm. Hg. All these changes were also 
found in the kidneys of pregnant women who had died 
of some cause other than eclampsia, but in the eclamptic 
patients the mesangial changes and subendothelial 
deposition in the walls of the afferent arterioles were 
more frequent. Govan concluded from this that the 
changes in the eclamptic kidneys resulted from an 
exaggeration of some normal state in pregnancy. 

Similar renal changes have been reported in cases of 
hydatidiform mole,‘ in which the incidence of toxzemia 
is greatly increased. Furthermore in this condition and 
in eclampsia the level of gonadotrophins in the blood 
is increased above the normal for pregnancy.5® The 
renal changes which Govan described are not unlike 
those of the Kimmelstiel-Wilson syndrome,’ in which 
increased gonadotrophic activity of the blood has also 
been reported.® It may be relevant that Browne ® showed 
that administration of a mixture of chorionic and 
pituitary gonadotrophins sensitised patients to the action 
of hypertensive substances. Experimentally the clinical 
picture and lesions of eclampsia have been produced by 
injections of adrenocortical extracts ?°™; and corticoid 
production is greatly increased in toxemia of pregnancy.?? 
Moller-Christensen #* has produced a tox#mia-like syn- 
drome in rats by administering posterior pituitary 
hormone and excessive water loads. 

Thus there is therefore much evidence for excessive 
endocrine activity in eclamptic patients ; and this may 
be responsible for some of the clinical symptoms and 
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even the renal changes. But whether such increased 
activity is primary, or occurs in response to some so-far 
unidentified stimulus, is unknown. 


A HAZARD OF SOAP-WRAPPING 


Apart from a terpsichorean echo, St. Vitus’s dance has 
nothing in common with soap-wrapper’s jig. The newer 
entity, Wason ! reports, is perhaps not so much a disorder 
as a work habit. 

The management of a perfume factory asked the 
Medical Research Council’s Industrial Psychology 
Research Group to investigate the extensive rhythmic 
movements which women employed in their soap- 
wrapping department had for many years displayed 
while at work. These movements, Wason found, consist 
chiefly in rhythmical swaying of the trunk backwards 
and forwards, with rapid folding of the ends of the 
papers, and tapping and shaking of the soap. In one case 
the chief sign was rotation of the head. Those who come 
fresh to the task develop these movements only gradually 
after training, and in some it becomes extensive while in 
others it remains mild. The soap-wrappers sit in pairs, 
opposite each other, and 19 seconds is allowed for the 
whole cycle of wrapping a piece of soap and placing it on 
a moving belt. Some, however, work faster than others, 
and a study of the relation between efficiency and degree 
of jig showed that, roughly speaking, the greater the jig 
the greater the efficiency. Neither age nor duration of 
experience showed the same positive correlation with 
efficiency. There are some exceptions to this general rule : 
the fastest wrapper the firm had ever had was a young 
girl without any jig whatever, who moved nothing but 
the muscles ‘of her fingers. On the other hand, the two 
workers in the investigation who displayed most jig 
came first and third in the efficiency order. 

Rhythm is a help in any kind of repetitive work, and 
in this occupation excessive rhythm develops during the 
attempt to pick up speed after training (there is a bonus 
for work done over and above the basic output). It seems 
that the newcomers imitate the old hands, and before 
they know it find they have joined the dance. Most are 
aware of the jigging; some dislike doing it (‘‘ people 
think you’re mad’’); some had tried to stop it without 
success ; some say it helps in their work and carries 
them along? Wason thinks that the positive correlation 
between jig and efficiency only means that, under present 
conditions, working with pronounced rhythmical move- 
ments is relatively more efficient than working without 
them; and he hazards the hypothesis that workers, 
given optimal conditions during training, ‘consistent 
methods, and no chance of imitation, could achieve the 
same high efficiency as the present workers but without 
any jig at all. 

Sincex the jig does not seem to be causing serious 
anxiety to soap-wrappers, perhaps it need cause little to 
the rest of us—always provided they do not progress to 
the stage (demonstrated by Mr. Chaplin in Modern Times) 
of jigging after they leave the moving belt. 


1. Wason, P. C. Brit. J. industr. Med. 1954, 11, 279. 
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PHILOSOPHIC BACKGROUND TO 
THE PRACTICE OF THERAPEUTICS 


STANLEY ALSTEAD 
M.D. Lpool, F.R.C.P., F.R.F.P.S. 

REGIUS PROFESSOR OF MATERIA MEDICA AND THERAPEUTICS, 
THE UNIVERSITY, GLASGOW ; SENIOR VISITING PHYSICIAN, 
STOBHILL GENERAL HOSPITAL, GLASGOW 

WE are accustomed to admire the efficiency of a normal 
man, considered merely as a machine; and the more 
closely we examine the workings of this living organism 
the more astonished we are by what we find. And yet 
Hamlet’s ‘ paragon of animals ”’ is open to attack by the 
lowliest of living creatures and is not exempt from the 
cell changes which we call malignant disease. All too 
frequently we see a human being succumb—prematurely 
as we believe—to invasion by micro-organisms or other 
living creatures which fulfil their destiny by killing their 
host and simultaneously throw away their own chances 
of survival. When we ponder on such strange happenings 
we may well wonder whether our mucli-vaunted systems 
of medicine and therapeutics make any difference to 
humanity as a whole. 

Infections and new growths are but two of the many 
kinds of disaster that may overtake a perfect specimen 
of humanity in the very prime of life, and through count- 
less generations we have been taught to regard such 
occurrences as catastrophes. This is the reaction expected 
of ran the egoist, for he must correlate such episodes— 
like 9]l others—with the phenomena of personal existence. 
But there is another point of view: notwithstanding his 
exalted opinion of himself, man must face the possibility 
that, by some standard of values yet to be made known, 
the bacillus and the cancer cell possess importance, 
mystery, and even beauty comparable to these attributes 
in the human organism. 

When we consider the life-cycles of many of the 
parasites that infest man and the lavish provision made 
for their survival, it is abundantly clear that somewhere 
in the scheme of things no small importance is attached 
to the existence of these creatures. A similar line of 
thought is possible when considering what we call 
malignant growths. Most of us visualise the development 
of living organisms through the ages as a process of 
gradual evolution. It is conceivable, however, that 
within this framework of slow change, Nature deliberately 
indulges in an occasional experiment designed on a 
different plan—a mitotic caper amounting to frenzied 
exuberance—achieved maybe by some curious twist of 
the ordinary cell metabolism. What seems to us a 
tragic waste of life may in fact be recorded as a stroke 
of creative genius in the laboratory notebook of the 
Divinity—an aberration full of promise for a future 
perhaps millions of years away. 


HOW IMPORTANT IS MAN—THE ANIMAL ? 


To examine the background to therapeutics is difficult 
because the world we live in is made up of an exasperating 
mixture of material things and of abstract things, and 
the assessment of their relative importance varies from 
one person to another and even in the same person from 
day to day. Few people are so acutely aware of the 
difficulty as the practising physician or surgeon watching 
a patient passing through the very gates of death—or 
perhaps witnessing the journey to those gates and then 
the return to the light of life and normal health. These 
are the moments when the observer realises that once 
again his ideas are in the melting-pot, and he finds his 
opinion wavering between the view that this human 
body which he is trying to save is everything and the 
view that it is nothing. Experience of tending the 
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seriously ill and the dying often raises in the doctor’s 
mind the question of whether the practice of therapeutics 
is not merely an impertinent attempt on the part of 
man to interfere with the dispensations of Providence. 

It is easy enough to collect a formidable list of examples 
of therapeutic intervention where the outcome has 
appeared wholly beneficial. But we shall do well to 
remember that our opinions are necessarily reached by 
standards which may be erroneous when compared with 
the absolute standard of what is desirable for the universe 
in which we live. After all, human belief about what is 
right and wrong, about what is desirable and undesirable, 
has changed through the centuries to an extent which is 
astounding. Thus a time may come when human beings 
will unquestioningly accept the view that our inter- 
ference with the course of disease—the practice called 
therapeutics—represented a passing phase when man had 
temporarily lost the long-term view of human destiny 
and had adopted the crude practice of trying to rectify 
physical aberrations of various types which he called 
disease. 

IS DISEASE INTENDED ? 


At the moment most of us are probably unwilling to 
regard disease as a Divine visitation aimed at modifying 
the composition of the herd. We prefer to think of it as 
the chance affliction of a number of individuals, and 
believe that their maladies should be cured or alleviated 
by any means at our disposal. We must then ask 
ourselves, however, why man is susceptible to these 
maladies when he might have been created immune to 
them all. Why is the incidence of disease entirely hap- 
hazard though our material world seems to have been 
created with the most elaborate arrangements to ensure 
consistency and continuity ? And what are we to think 
of microbes, such as the virus of smallpox and the 
spirochete of syphilis, which, so far as we know, confine 
their attention to man and keep alive by passing from 
one person to another, sometimes destroying them in the 
process ? 

This then is our dilemma. Is the phenomenon which 
we call disease part of the Divine intention, in the sense 
that it is merely the legitimate manifestation of activity 
by other forms of life not less important than man ? 
Or is it entirely adventitious—something which was not 
intended by the Creator to be a menace to the well- 
being and survival of man, and therefore something 
which we can and must resist ? Many will prefer the 
second alternative, notwithstanding the corollary that 
man’s conquest of disease (for example, the eradication 
of diphtheria) seriously challenges the conception of a 
God who is omniscient, omnipresent, and unchanging. 
The uncomfortable belief that disease is one of the 
fortuitous hazards of life is of course not incompatible 
with the view that there is a master plan to ensure the 
survival of man as a species. 


PERSPECTIVE 

If we choose to dwell upon matters such as these, we 
should recognise, first, that contemporary experience of 
therapeutics provides a bewildering mixture of success 
and failure ; and secondly, that man has benefited from 
our achievements for a period of time that is infinitesimal 
compared with the duration of his stay on the Earth. 

Thinking with pardonable pride of the scientific 
triumphs of our own generation we may well ask our- 
selves the question : ‘‘ If these chemical and mechanical 
contraptions are in fact of fundamental importance in the 
fulfilment of human destiny, why have they only now 
become available?’’ In the time-intervals which we 


are bound to use when we look back on the history of 
the animal kingdom, it was, as it were, only yesterday 
when man struggled against the enemies of his physical 
environment completely unaware of the score of gadgets 
which we regard as essential to health. I say this, at the 
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isk of seeming to indulge in platitudes, in order to 
emphasise the need to look at what we call ‘‘ progress ”’ 
iainst the background of man’s long sojourn on. the 
Earth, and with an eye on the remote future, when our 
activities in 1954 will be discussed as the practices 
of human beings still in a rather primitive stage of 
development. 

It may also help us to keep ourselves in proper per- 
spective if we recall that the amenities of medical 
science—embracing efficient sanitation, adequate nutri- 
tion, the preservation of mental health, enlightened 
nursing care, and the rational use of potent drugs, are 
available to only a minority of mankind. We are apt to 
exaggerate the effects of new therapeutic discoveries on 
humanity as a whole; for the truth is that, for one 
reason or another, ideas and inventions which men 
believe to possess incalculable potential value tend to die 
out before they have reached all those who would benefit. 

We cannot recall without pangs of conscience that 
hundreds of millions of people throughout the world are 
in this year of grace more or less incapacitated by bodily 
illness directly attributable to malnutrition. A major 
contribution to the prevention and cure of disease will 
have been made when it can no longer be said that by 
far the larger part of the world’s food is eaten or wasted 
by a small minority of mankind. Consider also a few 
infectious diseases at random: malaria, hookworm 
disease, and leprosy are all preventable and curable 
provided that treatment is early and thorough. Never- 
theless the estimated annual death-roll for malaria is 
two million: in the continent of India alone there are a 
hundred million cases and a million deaths annually. 
Hookworm continues to cause serious disability including 
profound anemia and prostration in millions of the 
world’s inhabitants ; and in some of the rural areas of 
the tropics the entire population is affected, Scattered 
throughout the world there are, at a low estimate, some 
three and a half million people with leprosy. Schistoso- 
miasis and filariasis are other preventable diseases which 
in some areas afflict more than half the population. 

There are doubtless pleasanter pastimes than trying 
to measure the sum of human suffering and misery 
attributable to disease. Many prefer with Addison 
‘to consider the world in its most agreeable aspects.” 
Yet as intelligent people we are bound to lift our eyes 
occasionally from our work or our pleasure and take 
note of what Maeneile Dixon calls ‘“‘the human 
situation.’’ It is perilously easy to think of man’s medical 
needs in terms of a relatively small, compact, and highly 
organised community such as ours; and, though we 
abhor parochialism, few of us are free from the fault as 
it applies to this particular subject. How many of us 
can honestly say that, when we consider health and 
disease, we think in terms of the 2500 million inhabitants 
of the Earth ? And who can blame us if we do not ?— 
for I imagine that if we could store in our minds a 
hundredth part of the sum of human sorrow consequent 
upon disease we should go mad in a day. Perhaps the 
capacity to forget is the most precious gift bestowed on 
mankind. 

If we look on man merely as one member of the 
animal kingdom, we must recognise that his ability to con- 
tend with micro-organisms seems to have changed only 
in the past fifty years or so. Our revolution in the practice 
of therapeutics has so far affected only certain types of 
disease and the benefits have been felt by only a small 
fraction of the world’s population. It remains to be 
seen whether we shall continue to devise more and more 
defences against microbes or whether we shall in the 
long run act merely as the Creator’s labourers by bringing 
into existence new races of bacteria which are immune 
‘o all our drugs ; it remains to be seen whether we shall 
ucceed in eliminating the malignant and the degenerative 
diseases, whether the application of the science of 


genetics will some day be applied to abolish the hideous 
and distressing group of congenital abnormalities, 
whether we shall find a more useful approach to the 
puzzling problems of mental diseases, and—not least 
important—-whether we shall devise some system of 
education which will prevent the present appalling loss 
of life and limb by physical injury. Once again it is 
salutary to consider not only the long journey which 
lies ahead of medicine and therapeutics, but to bear in 
mind that whatever success we may achieve by research 
must be shared by all human kind in need of the amenities 
which have been developed or invented. 

We must also remember that during the thousands of 
years that will doubtless elapse while we are striving to 
reach this goal, the problem itself will not remain 
unchanged. Further there is the additional variable of 
man’s attitude towards disease and what may be called 
the political climate in which the sick live. It can hardly 
be doubted that the appearance of a world government 
dominated by ruthless materialistic men would, in the 
course of a mere hundred years, completely aiter 
the pattern of medical treatment—and in particular the 
priority given to the practice of therapeutics among 
the backward races. 

There is little room, then, for dogmatic opinion about 
the significance of disease. And while we are uncertain 
as to whether it is, like death, a part of the Creator’s 
pattern for biological activity on this Earth, and whether 
the killing of a man by a protozoon should not be 
regarded as one tiny facet of the Divine intention, we 
cannot summarily reject the view that the practice of 
therapeutics is irrational—not to say irreligious. 


BODY AND SOUL 


It is exceedingly difficult, if not impossible, to form an 
objective opinion about the relative importance of man 
as a member of the animal kingdom. The child lacks 
maturity of judgment, and the adolescent is already 
prejudiced. Later in life we have so many fixed ideas— 
about decency, loyalty, deference, and a host of other 
attributes—that we can scarcely hope to arrive at any 
reliable conclusions as to why the spirit of man should 
reside in an animal body. 

Contemplating the human mind and its activities, I 
confess that i resent the fact that this superlative 
masterpiece of the Creator should be housed in a body 
such as ours—a body which, for all its wonders, is clumsy 
and erratic by contrast. The practising physician or 
surgeon must often have occasion to marvel that ‘‘ the 
temple of the Holy Ghost’ should so often appear to be 
indifferently constructed, and should so often collapse 
prematurely as though it were of no more consequence 
than the physical form of one of the beasts of the field. 

Well, peshaps it isn’t. In a sense it is a relief to accept 
this. And we must certainly not overlook the insistence 
in the Christian ethic on the overwhelming importance 
of preserving the soul of man and of readiness to sacrifice 
the body. I am one of those who believe that the 
importance of this part of Christian doctrine cannot be 
exaggerated: it is momentous beyond the power of 
merely human expression. And yet I am left with the 
eternal riddle: if the body is of such small consequence, 
why should the soul be tethered to it? And, above all, 
why does this vehicle creak so badly ? And why should 
we possess the irrepressible urge to be constantly tinkering 
with it and trying to systematise our ideas under the 
term therapeutics ? 

Among the various species of animal there is a measure 
of correlation between intellectual status and the degree 
of complexity of the nervous system. In other words 


there is a rough quantitative relation between mental 
capacity and the form of certain tissues in which this 
faculty is believed to be established. Presumably this 
arrangement - was ordained ‘“‘in the beginning ’’— 
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4rrespective of what has happened since then in terms of 
the extinction of certain forms of life. And yet one may 
be permitted to wonder, in all reverence, why the Creator 
felt compelled to adhere to a principle of this kind. So 
many possibilities were open: the greatest intellectual 
power might have been made to reside in a protozoon 
such as the ameba. There is nothing inherently foolish 
in this proposition : on the contrary, such an arrangement 
could be regarded as a Divine exposition of the human 
aspiration towards plain living and high thinking. 
Granted that what we call the spirit of map should exist 
in the world, would it matter if the simple ameba were 
the vehicle for that spirit—if vehicle there must be— 
rather than the appallingly complex organism of the 
mammal? I find it hard to believe that it would matter 
in the slightest. 

Pushed to its logical conclusion, the question arises : 
would it not have been possible to create the human 
spirit and preserve its separate fragments, which we 
think of as individual personalities, without resorting to a 
physical vehicle at all? It will be recalled that some 
aspects of this problem exercised the minds of Greek 
philosophers. Plato records how Socrates convinced 
Simmias of the independent existence of the soul: 

‘Then our souls had a previous existence, Simmias, before 
they took on this human shape; they were independent of 
our bodies ; and they were possessed of intelligence . . . it is 
logically just as certain that our souls exist before our birth 
as it is that these realities (Beauty and Goodness) exist, and 
that if the one is impossible, so is the other...” 

Those who regard such discussions as fatuous can be 
invited to reflect on the problem of where the spirit of 
man resides before it is incorporated into the microscopic 
embryo. Does it exist in the protoplasm of the ovum, 
or in the spermatozoon, or in both? If not, why should 
it come into being with the mere physical union of these 
two cells? On the other hand, if the spirit does exist 
in one or both of these cells, there is nothing absurd in 
the idea of a pattern of creation where that astounding 
abstraction which we call the spirit of man is lodged in a 
protozoon—-which may be a great deal larger than a 
germ-cell and is known to be capable of independent 
existence. 

IMPASSE 

You will observe that I have reached the stage of my 
discourse where I can do no more than ask a series of 
questions and admit my inability to provide the answers. 
I find myself sharing the general amazement over man’s 
discoveries and the apparent benefits that come from 
application of «he scientific method to medical diagnosis 
and treatment. And yet I am constrained to pause and 
ask myself whether all these dazzling achievements of 
technology are in fact influencing mankind in ways that 
really matter. 

If we are to believe our senses we must conclude that 
new developments are taking place in the practice of 
medicine and therapeutics. How can we assess the 
importance of these human antics ? I do not know, but 
I cannot believe that they can be measured as it were in 
vacuo; they present dimensions which defeat the 
materialist and the atheist. Only the very elect can 
aspire to grapple with the problem—those who sense 
the vastness and complexity of the universe which is the 
stage on which our puny scene is enacted ; those who 
enjoy from time to time a fleeting glimpse of the funda- 
mentals of biology ; those who are atune to the Pauline 
conviction that it is the things unseen which are eternal ; 
those who know that it is the spirit of man which is 
all-important, even when it condescends to occupy that 
corporeal form in which we recognise its impact on the 
physical world. Does it come to this—that activity in 
the practice of therapeutics and in medical research is 





1. Plato: The Last Days of Socrates. Translated by Hugh Treden- 
nick. London, 1954; p. 100. 





merely an exhibition of vigorous movement within a 
restricted space ? 

Perhaps I shall make myself clear on this point by 
suggesting that our individual relation to human destiny 
is comparable to a journey which we make in a trans- 
continental railway train. We have freedom to move in 
the restricted space of the train ; we can walk the corridor 
and enter this or that compartment; we can be com- 
fortable or uncomfortable, quiet or talkative; but we 
have no say in the route to be followed, no control over 
the speed of the train, and certainly no part in deciding 
its destination. 

Some comfort can, I think, be drawn from this analogy, 
because it implies that we must be reconciled to the state 
of not knowing what Providence has decreed as the 
ultimate fate of mankind ; and it may well be that ow 
intellects were not designed to comprehend matters of 
this nature and magnitude. If we can reconcile ourselves 
to this, we may gain a measure of tranquillity. Some may 
say that this is merely defeat disguised as philosophic 
resignation, but I am content to believe that such 
equanimity is akin to ‘‘ the peace of God that passeth 
understanding’’; for this phrase—which we hear so 
often that we are in danger of becoming insensitive to its 
poetry—is deeply significant for all of us whose daily work 
brings us into contact with the consequences of disease. 

This excursion into the borderlands of medicine and 
metaphysics brings the physician to the edge of a gulf 
which seems impassable. And yet there are many who, 
far from being desolated by this frustration of their 
hopes, claim to see the other side—and to see it clearly. 
They repudiate their earthly senses and equip themselves 
with what they call Faith; and they keep the image 
bright by resorting continually to the precept and 
example of those who, during their time on Earth, 
achieved that reality which Robert Lynd understands 
when he writes of the function of poetry in the life of 
man: ‘‘It enables him to escape out of the make- 
believe existence of everyday ... and to explore reality, 
where God and love and beauty and life and death are 
seen in truer proportions and where the desire of the 
heart is at least brought within sight of a goal.” ? 

THE ETHICAL COMPLEMENT TO THERAPEUTICS 

That part of the practice of medicine which is most 
closely related to the exact sciences is large enough 
and abstruse enough to engage the finest intellect for a 
lifetime. And yet, indispensable as this is, we must 
admit that the subject pales almost into insignificance 
when looked at against the whole background of human 
experience and the mystery of man’s relationship with 
the material world and the universe. To try to practise 
medicine without regard to some of the considerations 
to which I have referred in-this paper is indeed to pass 
through life in a state of spiritual myopia. One is 
continually aware of the need for what one may call the 
ethical complement to medical practice and scientific 
research. And that ethical complement is probably 
identical with the virtue that St. Paul had in mind when 
he said : 

“Though I speak with the tongues of men and of angels 
and have not charity, I am become as sounding brass, or a 
tinkling eymbal. And though I have the gift of prophecy, 
and understand all mysteries and all knowledge ; and though 
I have all faith, so that I could remove mountains, and have 
not charity, I am nothing.” 

Perhaps, after all, it is here that the approach to 
therapeutics at its best merges with philosophy. We 
behold with despair the diseases of luxurious living and 
gross self-indulgence on the one hand, and on the othe: 
those of chronic malnutrition—and we may even find 
them side by side. We are staggered by the great cataract 
of technical achievement, yet we know that millions of 


2. Lynd, R.: from the Introduction to An Anthology of Moder! 
London, 1922. 
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human beings die every year for want of simple thera- 
peutic measures. To deal with this problem on a scale 
matching the needs of mankind may well prove beyond 
our resources: failure in some degree is indeed certain 
if we are right in regarding the best of all systems of 
therapeutics as merely the permitted activities of man 
within a restricted space. But, even so, we may find 
that we have advanced far enough in our administrative 
and technical knowledge to make a very fair impression 
on the problem provided that such knowledge is not 
rendered sterile by lack of ethical complement. If ever 
we address ourselves to the task in a manner worthy of 
the occasion, we shall probably discover that our greatest 
need is the virtue that St. Paul called charity. 
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THE RADIO-TELEPHONE IN GENERAL 
PRACTICE 


Kerra Hopakin 
M.A., B.M. Oxfd., M.R.C.P. 


For some years I have been experimenting with a 
car-to-surgery radio-telephone in my general practice, 
which covers two urban areas ten miles apart, with a 
number of rural patients in between. Since the main 
advantages of the system would apply to any practice 
over one mile in radius, it may be of interest if I 
summarise my experience. 


EQUIPMENT 

Messrs. Pye Telecommunications supplied the equip- 
ment, which consists of : 

1. A fixed set (Pye Telecommunications model 703a, 
frequency 77-075 megacycles), which is an instrument about 
2 ft. 6 in. square by 9 in. deep; it stands in the surgery 
alongside the telephone switchboard. 

2. A small extension control-unit, in the caretaker’s house. 

3. A mobile unit (model 112), which is fitted into the 
boot of my car, and occupies a space of about 1 ft. by 8 in. 
by 6 in. 

With an aerial 40 ft. high the range is about 12 miles, 
though at the outer limit there are some “‘ dead ”’ areas— 
ie., areas of ‘‘ no contact ’’ between the mobile and the 
fixed station. The effective range of the mobile set can, 
however, be increased to 15 or even 18 miles by trans- 
mitting from high ground or from a main road running 
in the direction of the fixed station; or, of course, by 
increasing the height of the fixed aerial. Before I bought 
the equipment, Messrs. Pye made two full-scale trials 
over the whole area, and sent me a detailed report of 
‘* dead spots,’’ quality of reception, and so on. 


COST AND MAINTENANCE 


The total cost, including the cost of installation and 
of the transmitting and receiving licences, came to about 
£400. This sum, like the capital spent on a car, was 
subject to income-tax relief. 

Before the equipment is installed, permission must be 
obtained from the G.P.O., who allocate a wave-length. 
The cost of the licence is £6 per annum for the fixed 
station and £3 per annum for each additional mobile 
unit. 

Messrs. Pye run a repair service, on the same lines as 
their television repair service, at 6s. a week per set. 
So far the sets have not required any repair, although 
they have been running for nearly a year. I should 
mention that there is no-one in the practice with 
any technical knowledge of wireless. 


METHOD OF USE 


1. I make sure that there is always someone in the surgery 
to transmit and receive messages from the fixed set. 


SPECIAL ARTICLES 


[pec. 25, 1954 1323 

2. The fixed set is kept switched on all the time. This 
reduces wear on the valves ;. and moreover the value of the 
system depends on its constant availability. 

3. When I am on my rounds I keep the car set switched on 
even when paying calls. This reduces wear on the valves, 
and also allows me to use the set as soon as I return to the 
car, without having to wait for it to warm up. 

4. Both sets are kept at the “ receiving ’’ position unless 
a message is being transmitted. If my receptionist wishes to 
speak to me, but gets no reply on calling me up, she knows 
that I have left my car, and waits until I indicate my return 
by saying: ‘‘ My receiver is on. Over.’ She then sends her 
message. 

ADVANTAGES AND DISADVANTAGES 

The most obvious advantage is that I can be told 
immediately of any emergency case, and go to it without 
delay. If the patient has to be sent to hospital my 
receptionist arranges for his admission, and by the time 
I have written a covering letter the ambulance is often 
at the door. The system allows me to continue my round 
while waiting for a delivery, instead of having to contact 
the surgery every so often. Apart from saving time and 
petrol, and giving great peace of mind both to myself and 
to the patient, it also enables me to get hold of one of my 
partners easily and quickly if an anwsthetic is required. 
One of the main unforeseen advantages of the system js 
that it eliminates that annoying call which I used to find 
waiting for me when I thought I had finished my day’s 
work. And since I can now organise my work more 
efficiently, I find I am able to spend much more time with 
my family. 

The chief disadvantage is the high initial cost of the 
equipment, but there is no doubt in my mind that the 
capital outlay. is justified. The system saves much 
valuable time, increases my efficiency, and considerably 
reduces the strain of running a practice. A possible 
snag is that the G.P.O. cannot guarantee that the wave- 
length which they allocate will not be required by them 
later for another purpose. To have the wave-length 
changed would involve considerable expense; but it 
seems unlikely that this difficulty would ever arise. 
In my own district, which is a ‘:fringe’’ television area, 
some television receivers can pick up messages trans- 
mitted by my fixed set. I get over this by using a simple 
code when mentioning patients’ names, and by uvoiding 
any mention of ‘‘ gory’’ or intimate details. 





JOINT CONSULTANTS’ COMMITTEE 
MEETING WITH THE MINISTER OF HEALTH 


On Dec. 1 the Ministér of Health received a deputation 
from the Joint Consultants’ Committee. 


Medical Advisory Machinery at Regional Hospital Board 
Level 

The deputation asked that adequate medical advisory 
machinery should be available at regional-board level in 
all regions, not only to ensure that boards received 
adequate advice but also to secure a proper balance of 
view and to create confidence between the boards and the 
consultants in the hospitals. The existing arrangements 
varied from region to region and in some were quite 
inadequate. The Minister sympathised with the com- 
mittee’s wish for close coéperation. The Ministry had 
discussed the present arrangements with the boards, 
which had sought more information about actual] examples 
of what was going wrong and where. The Minister asked 
the committee to provide this as a basis for further 
discussions with the boards. 


Medicai Representation on Boards and Committees 

The deputation asked for greater medical representa- 
tion on regional boards and management committees—for 
example, by the nomination of a proportion of members 
as on boards of governors. The Minister said that he would 
take note of the committee’s view, but it was important to 
remember that the members appointed to boards by him 
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and those appointed by the boards to management com- 
mittees were chosen for their individual merit and not as 
delegates representing professions or interests. Nomina- 
tion to regional hospital boards was not possible under the 
National Health Service Act, but he for his part was 
always ready to consider good candidates brought to his 
notice, from whatever source. 
Appointment of Registrars 

The committee asked that the power of appointing 
registrars at non-teaching hospitals should revert to 
hospital management committees. It was agreed that 
this matter would be better left over pending further 
consideration of the structure of junior hospital medical 
staffing. 
Consultation before Issue of Circulars 

The Minister reaffirmed his wish to consult the com- 
mittee before issuing circulars with which they were 
particularly concerned. He regretted that the circular 
about outpatient waiting-time had been issued without 
prior consultation, although there had been special 
considerations demanding its speedy issue at that time. 





Before Our Time 





‘TAKE A COUPLE OF FAT VIPERS” 


Francis W. STEER 
F.S.A., F.R.Hist.S. 
COUNTY ARCHIVIST, EAST AND WEST SUSSEX 
‘* When her head was opened there was found but little 
braine, which her husband imputed to her drinking of 
viper-wine ; but spitefull woemen would say ‘twas a viper- 
husband who was jealous of her.” 
EvER since I first read Aubrey’s characteristic account ! 
of the death in 1633 of the beautiful Venetia Stanley, 
wife of Sir Kenelm Digby, I have been puzzled by the 
lady’s choice of cordial. Wine made from vipers would 
not seem—at any rate to a layman—conducive to 
longevity, and I thought that perhaps the name was a 
colloquialism for an infusion of Radix serpentaria.* 
Aubrey himself offered some support for this theory for 
that ‘‘ admirable Chymist’’ Jonathan Goddard, m.p., he 
writes ‘‘ He had three or fower medicines wherewith he 
did all his cures: a great ingredient was Radix Ser- 
pentaria.”’* The plant is a garden variety of the cuckoo- 
pint (wild arum, lords and ladies), and John Parkinson, 
apothecary to James I, who uses the name Dracunculus 
hortensis, writes that its ‘“‘ distilled water is given with 
Mithridatum or Treakle to expell noysome and pesti- 
lential vapours from the heart.’’* Another possibility I 
considered was that vipers’ wine was really made from 
scorzonera or vipers’ grass. Its roots, preserved with 
sugar, according to the learned Parkinson again, have 
been ‘‘ effectuall to expelling winde out of the stomacke, 
and to help swounings and faintnesse of the heart.” 

But I was completely wrong in all my guesses. Lady 
Digby did in fact drink a liquid of which the venomous 
English snake was an ingredient. Proof that the reptile 
was made into broth is to be found in the following 
letter, written in 1778, by Mrs. Ann Fenton to her 
nephew, John Charles Brooke (1748-94) Somerset 
Herald : 

Dear Sir, 

I have deferred answering your very kind letter and 
Enquiries after Mr Fentons health, in hopes of giving a more 
Satisfactory account of it than has been in my power to do, 
till within some little time past ; But now, thank God I have 
the pleasure of seeing a considerable alteration for the better 
in my dear Husbands health, tho’ he is still rather thinner 





1. Brief Lives and other Selected Writings edited by Anthony Powell. 
London, 1949; p. 48. 

. Ibid, p. 234. 

3. Paradisi in sole paradisus terrestis. 1629 (facsimile edition, 1904); 
p. 529. 
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than I wish him [to] be. We think the Viper Broth, & other 
nourishing diet, and the extreme regularity in every respect 
that has been observed, have, all together, been very service- 
able, and therefore the whole of the present regimen will be 
continued, and I hope & trust, by the blessing of providence, 
with the happiest success. 

As the dried Vipers, ordered in the manner you obligingly 
mentioned in your letter, seemed to answer pretty well, and 
it being doubtful whether the heat of the weather would 
permit Live-ones to be brought from London, we contented 
ourselves with the former; and have since heard that Live 
Vipers may be had at Doncaster if there should be occasion 
for them... . 

I am Dear Sir 
Yt very affectionate Aunt 
& humble Servt 
B. Top July 26. 1778. nae 

Mr Wainwright who will deliver you this letter sets out for 
Yorkshire Next thursday the 30. inst and if some live Vipers 
could be got in time for him to bring down, Mr Fenton says 
he would be glad to have them, and think himself obliged 
to you if you will be so good as [to] give Mr Wainwright 
directions where to procure them, properly packed up for 
bringing in the Coach with him. 

Ralph Fenton of Banktop in Worsborough was clerk 
of the peace for the West Riding of Yorkshire ; he was 
one to whom the expense in obtaining the remedy of his 
choice was no object. The letter quoted above is among 
the small collection of Brocke’s MSS. and papers pre- 
served in the West Sussex Record Office at Chichester. 
Whatever the medicinal properties of the viper, I cannot 
help feeling that a “‘ nest’ of vipers, however properly 
packed, would have been unpleasant travelling com- 
panions in a coach from London to Yorkshire in the 18th 
or any other century. 

Personal Papers 


NIGHT NURSE’S PARALYSIS 

THE medical profession, in general, has little know- 
ledge of ‘‘ night nurse’s paralysis ’’ or (as I believe it is 
technically called) affective hypertonus. Certainly, as a 
nurse, I had not heard of it myself under either name 
when I first experienced it. 

I was sitting in the male medical ward one winter 
morning during my first term of night-duty. It was 
between 2 and 3 a.M., and all the patients were asleep. 
I had done my share of the ward mending, and was 
reading a book on psychic research. It was a record of 
scientific investigation, not in the least spooky, and I 
was not apprehensive. The book was resting on an 
smpty emergency bed—it was war-time—leaving my 
hands free. I was suddenly aware of a buzzing in my 
ears and a sensation of unpleasantness. Because of what 
I had been reading, I thought at first that this sensation 
was caused by some agency trying to get through to me 

-perhaps in order to give some message. I revolted at 
the idea—no-one was going to use me as a medium 
against my will, and | tried to get up out of my chair. 
I could not move. I was completely paralysed. I was 
horrified at this discovery, and was more than ever 
convinced that some diabolie agency was trying to 
influence me. My fighting instincts were aroused, and I 
was determined I would not even look at, far less listen 
to, whatever it was ; but of course I could not close my 
eyes, nor, when I tried to put my hands over them, could 
I move my hands either. All this time, I was aware of a 
feeling of being completely cut off from the world and 
humanity. I knew what was going on, but I definitely 
was not “ of”’ this world. (In later attacks I never got 
used to this ghastly feeling.) I felt I had to speak to 
someone, anyone at all, just to reassure myself. In the 
nearest bed was a boy, Danny—a heart case. Like the 





rest of the patients, he was asleep, but I felt I had to 
wake him. Contact with humanity had become a para- 
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mount necessity. I tried to turn round to call ‘‘ Danny,” 
but again I could not move a muscle. After what seemed 
a long time, but was probably only a few minutes, the 
buzzing in my ears stopped, and I was able to get on to 
my feet. I did not dare sit down again that night, and I 
kept on my feet until it was time to start the morning’s 
work. 

I did not: tell anyone of my experience: I thought it 
was due to reading occult books at a witching hour; and 
decided I had better revise my night-time reading matter. 

* * * 

Some weeks later, 1 entered the nurses’ sitting-room in 
the middle of a discussion on something called “ night 
nurse’s paralysis.”” When one or two nurses went into 
details I realised what had happened to me. The reading 
of the psychic book was entirely fortuitous, and the 
sequence of events would have been the same if I had 
been reading Winnie the Pooh. 

From that and other discussions, I learned that other 
nurses did not seem to have this paralysis as acutely as 
I did. When they reported their distressing experience, 
they were promptly taken off night-duty. The usual 
symptom is for a nurse to see the night sister gliding 
up to her, and to find herself unable to rise to her feet, as 
etiquette demands. I experienced this only once. 

I had these attacks fairly often during the rest of my 
training, but hardly ever afterwards. The most acute 
sensation I experienced was in the gynecological ward 
towards the end of my training. There had been one or 
two operations during the day, and as I sat in the ward 
near a radiator I felt the usual buzzing in my ears. By 
now I was used to the paralysis which clamped down 
immediately with this aural noise, so I just sat quietly 
till it passed. Although I knew the outcome of these 
attacks, I never got over the truly horrible feeling of being 
eut off from the world of reality. I was aware of sight 
and sound, as my eyes were always open, and yet I was 
as much cut off from my fellow human beings as though 
I had left the world for good. 

Suddenly, I heard the voice of one of the operation 
cases. I had to go to her, as, if need be, she could have 
another injection. With a superhuman effort, I crawled 
on my hands and knees to her bedside. She spoke to me, 
but said she was quite comfortable. With greater difficulty 
than before, I made the return journey to my chair, 
literally on hands and knees, and with every muscle 
aching with the strain. It was an immense effort, but in 
the background of my mind was the thought that at last 
I was beating the paralysis with a great effort of will, 
and I felt rather triumphant. A little later—I could 
never gauge the duration of the paralysis—I came to. 
I immediately got to my feet, as always, and went to the 
woman’s bedside, to find her sound asleep. Until morning 
came, I puzzled over the problem. Had I really left my 
chair ? Did the patient speak to me ? When she wakened, 
I went over to greet her. 

““ Good morning, Mrs. . How are you feeling now ?” 

“ Fine, thank you, nurse. I had a lovely sleep—never 
wakened once. I really feel wonderfully comfortable.” 

It was only my imagination that beat the paralysis ; 
only my imagination that made my muscles ache as they 
never have before or since; only my imagination that 
made that painful, inch-by-inch crawl to the patient’s 
bedside. 

* * * 

Looking back, I can honestly say that no given set of 
circumstances seemed to bring on the paralysis. Some- 
times I felt absolutely fresh and wide-awake when I 
slipped into this paralytic state; at other times I was 
undoubtedly very tired. What is the explanation of this 
temporary incoérdination between brain and muscle ? 
Do other night-workers suffer from it? All I know is 
that it’s the world’s worst sensation to date. 


TuHorA PEACE, 8S.R.N. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


How agreeable it is when investigations in two 
apparently unrelated fields are unexpectedly found to 
converge upon a common point. 

For some time past, my daughter and I have been 
conducting a series of readings from the illustrated works 
of Edward Lear, and by collating references to the 
word “ runcible ’’ we have thrown light on the meaning 
of the term. My other daily duties occasionally lead me 
to contemplate the colonial morphology of the coryne- 
bacteria, and it is clear that runcible is the exact word 
needed to describe compendiously the smoothly rounded, 
glistening, black colonies of C. diphtherie mitis.'* 

The runcible spoons used by the Owl and the Pussy Cat for 
eating sliced quince,? and by the Dolomphious Duck for 
catching spotted frogs, were certainly smooth and shiny 
whatever their colour. Glossy blackness was the outstanding 
feature of the Rural Runcible Raven.® The nature of the 
poet’s hat is also relevant, for this was specifically described 
as being runcible * and was drawn by the author as a top-hat. 
Moreover it is elsewhere stated of papa’s hat that ‘‘ Outside 
it was completely black.’’?7 The evidence of Lear’s own 
illustrations makes it clear that we cannot restrict the term 
to ‘‘ a spoon or fork having three broad tines.”’ * Instead, it is 
contended that runcible may connote any smoothly rounded, 
glistening black object. 


Is it too much to hope that this useful adjective may 
now take its place in the English vocabulary of descriptive 
bacteriology ? ® 

*> * * 

The oldest hospital in the world has the least honour. 
You will find no account of it in the histories of medicine, 
and the medical directories blandly ignore it: it gets no 
grant from the Treasury, and candidates for jobs never 
mention the posts they have held there in their appli- 
cations. But it is often named in this journal, oftener 
still at meetings of the medical societies, and most often 
perhaps on staff rounds and in outpatient departments 
where they teach. ‘ The diagnosis of carcinoma of the 
stomach had been confidently made elsewhere, but I at 
once noticed the glass eye...” ‘‘ The patient had been 
treated elsewhere on the Flagg- Pohl régime, which, as 
you know, we gave up some years ago. . Everyone 
knows St. Elsewhere’s, where they take no histories, 
examine patients fully clothed, and always lose the 
notes : where,they do barium meals on coronary throm- 
boses and E.C.G.s on ulcers : where they alternate between 
fevered pursuit of the latest American nostrums and 
blind faith in jalap and Nature: where they treat anuria 
with fluids, hepatic coma with protein, and staphylo- 
coccal infections with penicillin. One virtue alone keeps 
St. Elsewhere’s alive. Its incompetent staff, whether 
their deficiencies are the result of youthful inexperience 
or senile paralysis, always in the end give up their 
pitiful attempts to diagnose or treat their patients, and 
send those lucky mortals to the only people who can 
deal with* them properly —us. 2 

This is the time of year when father succumbs to his 
latent infatuation with model electric trains. The modern 
models are superb, and their refinements excite my 
wildest jealousy when I think of the crude treasures of 
my boy b ser I have found myself drifting so often into 
daydreams about shunting problems, isolating circuits, 
and synchronous coupling of points and signals that I 
had begun to worry lest monomania should be round 
the corner. 

But yesterday our senior lecturer in psychiatry pulled 
from his pocket a piece of paper to write down some 
. O’Brien, R. A. 
1947; p. 27. 

. Bergey’ s Manual of Determinative Bacteriology. 
1948; p. 385. 

. Lear, E. The Complete Nonsense. 

Ibid, p. 211. 

Ibid, p. 218. 

Ibid, p. vii. 

: —. Dd. 264. 


Funk, C. E. In pt and Wagnell’s ao Btinaaed Dictionary of 
the "pnglish Langu New York, 





Recent Advances in Clinical Pathology. London, 
London, 


London, 1947, p. 61. 
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. Topley and W = ‘3 S Prine siples of ‘t. ee and Immunity. 
vol. I, p. 364. 


London, 1946 ; 
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notes about a patient. On the paper there was already 
drawn a plan whose import was immediately clear to 
me. In response to my question he launched enthusi- 
astically into a description of his original plan for a 
model railway circuit. “He was particularly proud of 
an arrangement of points and junctions which would 
allow double-engine control and a spiral return to the 
centre track. Before my steady gaze he took on a rather 
embarrassed air; ‘‘ You know,’ he said, ‘“‘ This thing 
is absolutely fascinating, but I sometimes wonder whether 
I spend too much time thinking about it.’”’ I understand 
now what they mean by a therapeutic interview. 
* * * 


S. I. 1975/77777. 
NATIONAL HEALTH SERVICE (CELEBRATION OF 
CHRISTMAS) REGULATIONS, 1975 

WHEREAS it is provided by 8. 932 of the National Health 
Service (Complications) Act, 1952, that the Service shall be 
conducted with the primary aims of 

(a) securing the welfare of the staff, 

(b) securing economy in public expenditure, 

(c) contributing as far as practicable to the welfare of the 

patients ; 

(subject to the power of the Minister of Health to modify 
these priorities for periods not exceeding 14 days) the Minister 
authorises hospital managements, within the period commonly 
known as Christmastide or Yule in the year 1975, to modify 
their administrative and clinical practices in such a manner 
as to facilitate an appropriate measure of jocundity and 
inter-patient benevolence, provided that 

(i) in no circumstances shall surgical aleohol be administered 
internaliy, whether to any patient or nursing orderly ; 

(ii) the flow of jocundity shall not be permitted to rise above the 
point at which it might be held that public funds were being used 
to promote frivolity. 

These and the corresponding regulations made in 1961 and 
1972 may be collectively cited as the NHS (Psychic Wellbeing) 
Regulations 1961-75. 


THE 


L. ACKERDAY SICKLE 
Assistant Secretary. 
* * * 

The fourth and last Sunday of Advent.—H-hour announced 
after lunch by wife. Delighted cries from sons and daughters. 
Groans from husband, done out of postprandial nap. Wife 
takes command. Husband ordered bring tree, stepladder, 
nails, string, &c., from shed. Will bring decorations from 
boxroom herself. Working parties depart. 

Husband returns first. Dumps load and awaits further 
instructions. Small sons apparently determined break necks 
by diving off top rung of stepladders. Disentangle howling 
baby from ball of string, pacify with sweets. Wife and 
attendant females return, red-faced and dusty. Indignant 
remarks about thoughtless people who leave lawn-mowers, 
shears, and other garden implements in boxroom. Two 
large Father Christmases pinned to wall at either side of 
fireplace. Baby sobs bitterly at sight of them. Quietened 
with sweets and reassurance. 

Paper garlands disentangled and laid out neatly on floor. 
Look very tattered and torn. Make annual resolve buy new 
ones next year. Father mounts stepladder. Musical note as 
head hits electric light bowl. Bowl undamaged ; scalp wound 
not serious. Descends and re-sites ladder in better position. 
Tie one garland to light flex. Repeat other three garlands. 
Prepare to descend. Find vision completely occluded by 
garlands. Cheers from sons, screams from daughters, advice 
from anxious wife. Descend cautiously, feeling with foot 
for each step. More tears in paper garlands. Light bowl 
sways ominously but survives. Allow wife and daughters to 
fix garlands to picture-rail, while smoking cigarette to restore 
shaken nerves. Remove baby from fireplace. 

Prepare to decorate tree in middle of room. 
unwrap glass ornaments. Cries of admiration as each pretty 
pendant appears. Fight between sons when both want to 
unwrap same parcel. Separate, put broken pendant in dust- 
bin. Allow wife and daughters to decorate tree, All stand 
back to view handiwork. Sons scorniul of daughters’ placing 
of pendants. Separate combatants in free-for-all. Cautiously 
pick up tree by base and stagger to corner. Find baby got 
there first. Baby terrified by sight of swaying tree. Refuses 
to move, Coax from corner with sweets and promise of jelly 
for tea. Place tree in corner thankfully. 

Think of happy bachelor youth and Christmas ordeal lying 
ahead. Never mind, it’s only once a year and don’t the 
children love it. 


All hands help 


* * * 


The recipe for married bliss is 
Hide The Lancet from the Missis. 
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TREATMENT OF CUSHING’S SYNDROME 


Sir,—So little has been published in this country 
on the treatment of Cushing’s syndrome by bilateral 
adrenalectomy that the two excellent papers in your issue 
of Dec. 4 were certainly read with the greatest interest by 
all workers in this field and will be repeatedly consulted 
by those who intend to enter it. 

It is for this reason that the dictum propounded by 
Priestley and quoted by both sets of authors should be 
questioned. Dr. Bishop and his colleagues say, of the 
appearance of the first gland subjected to operation, 
‘if the gland appears normal or hyperplastic, it is 
virtually certain that the other adrenal is in a similar 
condition and that no tumour is present.’”’ Dr. Beck 
and his colleagues write even more strongly: ‘If a 
tumour is present on one side, the opposite gland is 
atrophic, and the tumour alone need be removed. If 
no tumour is present, both glands are either normal or 
hypertrophied.” 

My own experience, comprising some twelve cases, 
is smaller than that of Priestley or of Dr. Bishop, though 
larger than that of Dr. Beck. In this series I have seen 
one case in which the dictum was definitely untrue. 
It was that of a young woman with a somewhat incom- 
plete syndrome, who had the characteristic appearance, 
a mild polycythemia, a diabetic glucose-tolerance 
curve, but no striz, no osteoporosis, and a normal 
excretion of ketosteroids. The indication for operation 
was a high and steadily rising blood-pressure. The right 
adrenal was first explored. It was found to be of normal 
size and nine-tenths were removed. The left adrenal was 
then explored and found to be entirely replaced by a 
tumour the size of a golf ball, which was removed. 
In general no harm was done. Her obesity, which had 
failed before operation to react more than slightly to the 
strictest diet, completely disappeared despite a hearty 
and unrestrained appetite ; and her blood-pressure has 
remained normal for two years. But she cannot do with- 
out cortisone, which, had we not believed implicitly 
in the dictum under discussion, might not have been 
necessary. 

In fact, Sir, the dictum is usually true, but it is not 
as completely reliable as your contributors appear to 
believe. 

London, W.1. 


BRONCHOSPASM IN ANAZSTHESIA 

Sir,—Dr. Beecher’s statistics of anesthetic deaths in 
America! have been a salutary warning that relaxant 
drugs are much more dangerous than we imagined them 
to be. The ensuing correspondence in your columns 
seemed to confirm the seriousness of the situation but 
offered no explanation as to where the danger lay. 

We are led to believe that in ordinary dosage relaxants 
are very selective drugs. They give you a patient 
curarised, with an open glottis, who is easy to ventilate ; 
furthermore an efficient antidote is at hand on every- 
anwesthetist’s table. Why then should the patient die 
of respiratory failure ? Thinking on these things, I begin 
to wonder if bronchospasm could explain a number of 
these deaths. Bronchospasm is seldom mentioned in 
the journals ; it is I am afraid often not recognised and, 
when recognised, its significance is not fully appreciated. 

In modern anesthesia bronchospasm comes on very 
quietly and quickly. The only sign of onset is an increased 
resistance to the ‘‘ bag squeeze,’ which may vary from 
slight to almost impossible. The diagnosis, of course, 
cannot be made till one is sure that the airway, oral 
or endotracheal, is absolutely above suspicion and 
relaxation is quite adequate. 


RAYMOND GREENE. 


1. Beecher, H. K., Todd, D. P. 
Lancet, Sept. 18, 1954,[p. 589. 


Ann. Surg. 1954, 140, 2; see 
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Bronchospasm may come on in some cases soon after the 
ajection of the relaxant and in others after an endotracheal 
ube, especially the cuffed variety, has been inserted. In 
he latter case, removal of the tube should cure the spasm. 
When the spasm is due to the relaxant, the situation can be 
nost dangerous. The temptation is to inject more relaxant 
rr to pass a cuffed endotracheal tube. Th first measure 
vill prolong the spasm and the second measure, though it will 
revent the stomach from being blown up and will make 
oxygenation mechanically easier, will do nothing to relieve 
he spasm, 

In a very severe case oxygenation through a bronchial 
tree in acute spasm can be nearly impossible. The patient 
gets increasingly cyanosed, the pulse-rate rises, the blood- 
pressure rises; the circulation may then fail and a death on 
the table can be the result. In a case like this, surely an 
injection of atropine and neostigmine is the wisest treatment. 
The patient should do his own breathing as soon as possible 
rather than be subjected to ventilation by positive pressure. 

Last February I was called urgently to one of our theatres 
to a case of respiratory and circulatory failure. The patient 
had just undergone a laparotomy for inoperable carcino- 
matosis. She had signs of a massive right-lung collapse. 
| passed a bronchoscope and to my surprise found the mucous 
membrane of the trachea so swollen with cedema that it 
largely obscured the aperture of the bronchoscope and the 
smaller bronchi seemed to be blocked by this swelling. The 
condition was similar on both sides—a picture resembling 
the acutest variety of acute asthma. An adrenaline drip 
(1 in 500,000) quickly brought the patient out of her peril 
and tubular breathing could be heard over the right lung 
where before all was quiet. An.X-ray picture taken the 
following day suggested secondary deposits in the right lung 
and may explain why the right side suffered more than the 
left. 

Half a dozen times in eighteen months I have been 
in the direst trouble with what I believe to be broncho- 
spasm. Had some of the patients died, and believe me 
some of them were very close run, my personal mortality- 
rate would have soared. 


Derbyshire Royal Infirmary, 


Derby. R. P. Buss. 


TREATMENT OF CRETINISM 


Srr,—A large number of human cretins treated with 
thyroid extract remain mentally retarded though their 
physical development is normal.!' Recent studies in the 
rat, however, showed that the effects of hypothyroidism 
on the development of the cerebral cortex can be largely 
corrected by adequate replacement therapy.” 

The apparent failure of some human cretins to respond 
to thyroid medication led Tredgold* to suggest that 
there are two distinct types of cretins. In one type the 
physical and mental retardation are due to hypo- 
thyroidism alone and such cases respond well to treat- 
ment. In the other type primary amentia and thyroid 
hypoplasia coexist as congenital deficiencies, and in 
these cases mental development will not be stimulated 
by thyroid medication. Another explanation may be 
that the latter type of cretin has not received thyroid 
extract regularly. Patients are notoriously disinclined 
to take their drugs even when they are ill, so perhaps 
even more so when they appear to be in good health. 
The cretin may be given tablets when there are overt 
signs of its condition, but when these signs disappear 
the stimulus to continue treatment may also disappear 
until the child once again develops the cretinous facies. 
In such circumstances treatment is sporadic and it seems 
possible that the metabolically sensitive tissues of the 
developing brain may be damaged irreversibly and fail 
to mature. 

Until this hypothesis has been fully investigated, there 
seems little justification for assuming that cretins who 
are apparently refractory to treatment are primary 
aments, with all the irrevocable consequences of that 
1. Brown, A. W., Bronstein, I. P., Kraines, R. Amer. J. Dis. Child. 

1939, 57, 517. 


2. Horn, G. Anat. 
3. Tredgold, A. F. 





Rec. (in the press). 


Mental Deficiency (Amentia). London, 1948. 
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assumption. In the meantime it should be emphasised 
to parents of cretinous children that thyroid medication 
must be regularly maintained even when the child 
appears to be normal. 


Department of Anatomy, 


The Medical School, Birmingham. GABRIEL Horn. 


HAMOLYTIC TRANSFUSION REACTIONS 


Str,—A letter by Dr. Whitwell in your issue of Dec. 11 
refers to a memorandum of the B.M.A.’s Consulting 
Pathologists Group Committee published in the British 
Medical Journal of Aug. 15, 1953. This memorandum, 
although prepared at the request of the Consulting 
Pathologists Group Committee, was not in fact an agreed 
statement put out by the group committee. It was 
written by Dr. J. F. Heggie at the request of the group 
committee and this did not mean that the committee 
was responsible for what was stated in the article. 

This correction was made in the British Medical 
Journal published on Oct. 17, 1953, but it may have 
escaped the notice of your correspondents. 

B.M.A. House, E. E. CLAXTON 

London, W.C.1. Assistant Secretary. 


Srr,—In their letters of Dee. 11 Dr. Whitwell and 
Dr. Vickers discuss the subject of transfusion reactions. 
The position is simplified if we remember two important 
facts. 

(1) The patient has a right to expect that his medical 
attendants shall exercise ,‘ reasonable care and skill.” 

(2) The Blood Group Reference Laboratory of the Medical 
Research Council teach us that the slide or tile test as applied 
to blood-grouping reactions is less reliable than the tube test 
and this should occupy at least two hours before it is read. 


Therefore, I should say, given sufficient time, it is the 
pathologist’s duty to carry out his tests by the tube 
method. If the clinician believes that a delay of two hours 
or more before transfusion can be started will be harmful 
to the patient, he has only to certify this and it is then the 
pathologist’s duty to do the best he can in the shorter 
time available, which may mean providing group-O 
Rh-negative blood unmatched. Surely no-one could 
complain that this was less than ‘‘ reasonable care and 
skill.’’ 

If, owing to lack of space, staff, or equipment, the 
pathologist is unable to do the work as it should be done, 
he must inform his hospital administrators that he is 
unable to take responsibility in case of accidents until 
proper facilities are provided. 

Night emergencies are always a difficulty and these 
should not be left to unsupervised techuicians. The 
question then arises whether it is preferable to appoint 
resident pathologists to all hospitals for this sort of work, 
or to rely on an increased stock of group-O Rh-negative 
blood. The latter would seem to be the better course 
because : 

(a) it could be used in day emergencies pending the result of 
grouping and matching by the tube method ; 

(b) it would be available at any time whether the pathologist 
is available or not; and 

(c) it is doubtful if enough resident pathologists could be 
found to staff all hospitals. 


Of course, there will be exceptional emergencies where 
this course would be inadvisable, such as the patient who 
requires very large amounts of blood in a short time, or the 
patient who has a history of repeated transfusions and 
frequent reactions. But the pathologist, like his clinical 
colleagues, is always willing to be called to the excep- 
tional emergency where ordinary routine methods are 
insufficient. 

Wbhipps Cross Hospital, W. W. WALTHER 

London, E.11. Area Pathologist. 

Str,—Various criticisms have been levelled against 

memoranda on blood-grouping and matching that came 
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from the North East Metropolitan regional advisory 
committee in pathology and from the Central Pathology 
Committee. These memoranda have been superseded 
by the revised edition of the Medical Research Council 
memorandum no. 9, Determination of the Blood Groups, 
of which they were the prepared forerunners. One is 
led to believe that it is possible that some pathologists 
do not wish to be guided to safer techniques. 

If the conditions for blood-grouping and matching in 
some laboratories of the Liverpool Region are as 
‘** deplorable”? as stated in your issue of Dee. 11, it is 
surely the duty of the pathologists concerned, with the 
help of their medical colleagues of the medical advisory 
committees and the regional advisory committee in 
pathology, to approach the hospital management com- 
mittees and the regional board to have these conditions 
made satisfactory and safe. 

With regard to the question of the wastage, the intro- 
duction of pilot-bottles obviates waste by enabling blood 
to be re-matched for two or even three patients. This 
could be discussed with advantage with the director 
of the regional blood-transfusion service. 


North Middlesex Hospital, 
8. 


London, N.1 J. F. HeGGIe. 


RACING AMBULANCES 


Srr,—None of your correspondents so far has men- 
tioned a sinister aspect of this matter—namely, the 
number of accidents to ambulances reported in the 
press in recent years, apparently caused by excessive 
speed and involving the death of the patients. 

London, N.W.8. R. J. CLAUSEN. 


A WORD WANTED 


Srr,—In this discussion about an appropriate word to 
use for “‘ forward-looking research,’’ we seem to be look- 
ing for three qualities in the word—its linguistic 
credentials, its agreeable sound, and, I suspect, a third 
rather elusive quality, its ability to remind us of the 
creative nature of such research, 


I wonder if we might borrow from the anthropologists, 
and in particular from Gregory Bateson who, in his fascinating 
work on Balinese dancers,' has emphasised that two types of 
thinking are commonly employed in selecting a choice of 
action. There is what he calls * selective integration,’ when 
we categorise and evaluate alternatives according to impressions 
derived from past experience: and, in contrast, there is an 
entirely different process of decision which occurs, for example, 
in an extemporising dancer. The dancer's choice is influenced 
to a large extent by the ongoing characteristics of his sequence 
of action. Bateson calls this second type of decision “* decision 
by progressional integration,”’* and he points out that the 
phenomenon is not confined to activities involving rapid 
physical movements, although the movement of the dancer is 
a convenient model to characterise the state of any person 
whose actions involve relatively rapid complex movement 
in ‘‘ psychological space.” 

IT am not too happy about “ proleptic,”’ which Professor 
Witts suggests. mpd\nis is, strictly, ‘*a preconception.” It 
is rpo\évoow which means “to see before oneself or in front,” 
though of course ‘ Proleptics’’ has been used to mean the 
Art of Prognosis. It is hard to get away from the notion of pre- 
supposition in mpo\auSdvyw and, unless I have misunderstood 
the terms of reference, this is not wanted here. 

‘“* Progressional ’’ may not seem to have enough of * look- 
ing ’’ and “‘ perception ” in it. It would take too much space 
to argue fully why perception must occur during progression 
and not prior to it if we are to avoid the preconception which 
will make us see only what we are looking for. In a statistical 
study, say, of the incidence of prolapse in epileptics, we are 
using ‘“‘ selective integration,’ and we know what we are 
looking for. 

‘** Progressional research,’’ since what is wanted here 
is a stipulative definition, would soon come to mean 
1. Bateson, G. Balinese Character : 

New York, 1942. 
2. Bateson, G., Ruesch, J. Communication : 
Psychiatry. New York, 1951. 
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‘* forward-looking research,’’ and it might also remind 
us that, within the rules of our selected game, we can 
extemporise. As Richard Robinson writes in his book 
Definition, ‘‘ The greatest good to be obtained by 
stipulative definitions ... is the improvement of concepts 
or the creation of new concepts.” 


London, 8.W.7. WILFRED BaRLow. 


CARDIAC MASSAGE 


Srr,—In our Mission Hospital at Pimu in the remote 
equatorial forests of Congo Belge we operate as often as 
possible under spinal anesthesia. Occasional cases, 
however, necessitate chloroform on an open mask. 
Ether is difficult to use because of its extreme volatility 
at tropical temperatures. Using chloroform, it has been 
my practice to be constantly ready to do cardiac massage 
at the first indication, and we have had three recent 
instances of its efficacy if anticipated and performed 
methodically. 

We have used an upper midline abdominal incision 
and manipulation through the intact diaphragm, com- 
bined with rhythmical pressure on the chest. With 
no skilled assistance one can resuscitate thus single- 
handed with no other instrument than a scalpel. 


Such was actually my experience when a leprous patient 
for whom I was incising an abscess of the foot in her 
village collapsed and became pulseless under chloroform 
administered at first by myself and later by my African 
assistant. Having resuscitated the patient we applied a 
clean dressing on the abdominal wound and transported 
her to our hospital five miles away where in due course we 
sutured the wound. She made an uninterrupted recovery. 

The other two were cases of cardiac arrest during the 
course of abdominal operations under chloroform. Massage 
of the left ventricle through the diaphragm proved efficacious, 
while sufficient oxygenation was obtained by rhythmical 
pressure by the left hand on the chest wall. 


Under such circumstances, an opening into the pleural 
cavity, as described by Mr. Neri and Mr. Stevenson in 
your issue of Dec. 11, would have been a disadvantage. 


Baptist Missionary Society, 


London, W.1. S$. L. HENDERSON SMITH. 


REACTIONS TO IODISED OIL 


Sir,—Recently Jeffcoate ! and Green-Armytage ? have 
advocated the use of iodised oils in preference to water- 
soluble radio-opaque materials for hysterosalpingo- 
graphy. Reactions to these oils have been described on 
several occasions,*-*° and it has been suggested that the 
liberation of free iodine might be responsible*: that 
the oil itself can be responsible has been shown by the 
following experiment. 

Poppyseed oil, the basis of ‘ Neo-Hydriol,’ was injected into 
one of the fallopian tubes of each of two adult rabbits and 
retained there by ligature. The other tubes were also ligated 
for use as a control. The animals were killed 2 and 4 weeks 
after injection. In both animals both tubes were distended 
and convoluted. This is the normal response to double ligature, 
as shown by Reynolds and Kaminester.? The convolutions 
of the injected tubes were adherent to each other. On the 
control sides, apart from dilatation and lengthening, the 
tubes were normal. Histological examination revealed 
collections of oil surrounded by zones of foreign-body giant 
cells, small round cells, and lymphocytes in the subserosal 
layers of the injected tubes. The oil was presumably 
responsible for the granulomatous reaction. 


Brown et al. and Rubin ® both emphasise that 
stenosed and partially obstructed fallopian tubes do not 


. Jeffcoate, T. N. A. J. Obstet. Gynec., Brit. Emp. 1954, 61, 181. 
2. Green-Armytage, V. B. Proc. R. Soc. Med. (in the press). 
3. Brown, W. E., Jennings, A. F., Bradbury, J. T. Amer. J. Obstet. 
Gynec. 1949, 58, 1041. 
. Ries, E. Ibid, 1929, 17, 728. 
, . Surg. Gynec. Obstet. 1930, 51, 55. 
. Titus, P., Tafel, R. E., McClellan, R. H., Messer, F.C. Amer. J. 
Obstet. Gynec. 1937, 33, 164. 
. Reynolds, 8S. M. R., Kaminester, 8. 
- Rubin, I. C. 


Anat. Rec. 1937, 69, 281. 
J. Obstet. Gynec., Brit. Emp. 1947, 54, 733. 
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readily rid themselves of injected material, especially 
if it is trapped in the ampullary portion. If an iodised 
oil is used in the preliminary radiographic investigation 
of tubal patency there is the risk that partial blockage 
may be made complete and the hope for effective surgical 
treatment reduced. 

Obstet ond crenglanial Renertment, CH. pe Born. 


CANCER OF THE LUNG 


Str,—It is interesting to note the words used by the 
chief medical officer of the Ministry of Health in 
the introduction to his report for 1953. He speaks of the 
mysterious and inexorable march of cancer of the lung 
which continues to claim an additional thousand victims 
each year. Surely this is an attempt to shroud in mystery 
a serious form of cancer which kills 15,000 people every 
year in England and Wales. 

In this country the brilliant statistical studies of 
Bradford Hill and Doll have shown a close, and to many 
people a causal, relationship between cigarette-smoking 
and lung cancer. Similar information is available from 
practically every other cigarette-consuming community 
in the world. This relationship has been recognised by 
the Minister’s Standing Radiotherapy and Cancer 
Committee. 

Surely, Sir, it is no longer desirable that we should hide 
the truth in verbiage which does no credit to a community 
in which preventive medicine once had its most powerful 
advocates. 

Central Middlesex Hospital, 

London, N.W.10. 
OCCUPATIONAL HEALTH SERVICE 


Smr,—It is disconcerting to find that Dr. Parker 
(Dec. 4) should misunderstand your annotation and that 
he should harbour such a peculiar conception of industrial 
medicine and even of clinical medicine. This is particu- 
larly so sihce his letter conveys the impression that the 
developments of industrial medicine might properly 
be left to the M.o.H. His term ‘‘ clinical medical practice 
in the normal range of industry ’’ is by no means clear 
but by inference one concludes he means the treatment 
of the patient at work. By clinical medicine McLaughlin 
obviously means the use of the clinical method in 
industry. 

It is true that prevention is an important and reward- 
ing part of industrial medicine. The Factory Acts and 
the new Mines Act represent this aspect. That legisla- 
tion in this field should lag behind the most advanced 
practice is not surprising and is not altogether unhealthy. 

All would agree with Dr. Parker that occupational 
epidemiology is essential in devising successful preventive 
measures but to suggest that this can be done by some 
distant authority studying ‘‘ morbidity-rates in relation 
to individual processes ’’ discloses a sad ignorance of 
the real problem. 

Other problems require the clinical approach. For 
instance, one of the most urgent matters in industrial 
medicine today is the contribution it could make to the 
satisfactory employment of the ageiag worker. This 
received the attention of Sir Frederick Bartlett’s labora- 
tory in Cambridge where Dr. Welford has done some 
first-class fundamental work. The present need is to 
apply his results to industry. This can be achieved 
only by studying people at work and by securing the 
close codperation of management and of the occupational 
hygienists. Industrial medicine cannot be practised at a 
distance but only in the factory and among the working 

roup. 

. Dr. Parker suggests that the M.o.H. has made notable 
additions to industrial medicine. It would be interesting 
to have more information about them. Where, for 
instance, is there work of the quality and practical 
value of the M.R.C.’s Pneumoconiosis Research Unit, 


HWorack JOULES. 
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or so comprehensive a study of processes such as are- 
welding and foundry work carried out by H.M. Medical 
Inspectors of Factories ? 

By all means let the m.o.H. offer his help in this field. 
There are problems in which his coéperation is esseutial 
but let his approach be made with a fitting humility 
until he has learned much more of the medical problems 
of industry and the methods that can be used in their 
solution. In achieving this he might well start on the 
occupational problems of those employed by local 
authorities and follow the example of Dr. Bell in his 
study of the Glasgow sewer-workers. 

Nuffield Department of 

Occupational Health, 

University of Manchester. 

MEDICINE IN THE SOVIET UNION 

Srr,—In his broadcast of Dec. 7, Dr. T. F. Fox referred 
to the reported low incidence of neurosis in Russia, 
and to the speculation whether statistics are incomplete, 
whether the dominance of Pavlovian determinism causes 
neurotic conditions to be unrecognised, or whether the 
environment—not allowing for conflict of view and 
practice in upbringing—may to some extent prevent the 
development of intrapsychic conflict in adults and 
young children. He pointed to the known connection 
between defects of maternal care and deformities of 
character formation of young children, from which it 
might be anticipated that, in a country where so many 
young mothers go out to work, matters might have been 
very different.? 

Anthropologists have shown how different character 
patterns of communities of identical ethnic origin, in 
similar climatic conditions, can be related to differences 
in custom and in child-rearing practice. At one end of a 
wide scale of cultural variation there is the stable society 
of fixed unchanging traditions, where usually there is a 
tendency for the oldest members of the family group 
to remain the most influential until they die; the joint 
family system is’ probably as much the cause as the 
effect of stasis in sociological development. At the 
other end of the scale there is the society of rapidly 
changing, even chaotic, social patterns. War-time 
experience has shown what may happen to children 
brought up in groups of their own age, with only 
relatively distant relationships with adults. Observers 
have pointed out the intense group sense, the lack of 
personal individual relationships, the unquestioning 
adherence to a group system of morality, the incapacity 
to form abstractions and to appreciate abstract prin- 
ciples of conduct, found commonly among such children. 
It seems that the only abstraction possible is the group 
will, which is expressed in a very nearly tangible form. 
This pattern might be thought of as the ‘ culture of 
revolutitn,”’ in which the children are cut off completely 
from the experience of, and from relationships with, the 
older generation. 

In between these two extremes there lies the cultural 
pattern of stable change, which can be the product of 
the small autonomous family group, where direct rela- 
tions between the young children and their parents are 
valued far more highly than any other relationships. 
This cultural pattern appears to lead more directly to a 
sense of personal responsibility on the part of the child, 
to a personal relationship with right and wrong, and a 
modification of instinctual behaviour developing out of a 
capacity to conduct relationships on a basis of abstract 
principle. This is the mature responsible citizen whom we 
value highly in our culture ; but who is from a very early 
age necessarily faced with the responsibility of making 
responsible choices between two or more alternatives, 
guided only by principle as represented by living rela- 
tionships with the parent figures. Where these living 
relationships are not perfect there is ample opportunity 


"1, Listener, Dec. 16, 1954, p. 1049. 


RONALD E. LANE. 
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for intrapsychic conflict to arise, and it is conflict which 
leads on to the production of neurosis. 

In other words, in our cultural pattern we tend to 
solve our problems individually, and our neurotic 
attitudes are also expressed individually. In the ‘‘ culture 
of revolution,’’ the neurotic attitudes are expressed by the 
group in terms of a split between the ‘‘ good ”’ and the 
‘** bad,’’ concentrating the good qualities in the in-group, 
and projecting the bad qualities on the outsiders. This 
makes for harmony in individual relationships and an 
absence of intrapsychic conflict, but scarcely leads to 
good neighbourliness and lasting world peace. 

It is noteworthy that in the United States, which 
is usually taken as an example of a rapidly evolving 
culture, and where there has been a great need quickly to 
mould citizens of diverse origin into a national pattern, 
the use of the age-group in schools has been one of the 
chief instruments for achieving quick results. Such use 
of the school group is less known in the so-called ‘ free 
countries’? of the Old World, and this phenomenon 
raises interesting speculations. To some exient, U.S. 
children are being prepared for life in a community 
in which the importance of the individual is highly 
valued, by methods which appear more appropriate 
for a collective life. It may be that the inevitable conflict 
between the personal upbringing of early childhood 
in the family and the outcome of collective pressure in 
the schools and community youth organisations is 
reflected in the nation-wide tension and anxiety over 
Communism and other disruptive minorities. In fact 
a great struggle is being fought in the U.S.A. at present 
between the tendencies engendered by these two divergent 
influences. 

The comparatively low incidence of criminality in the 
U.S.S.R. is less difficult to account for. At bottom, 
delinquency and criminality arise when there are serious 
defects in the individual’s fundamental relationships 
with fellow human. beings, and perhaps the most 
important part of the individual’s capacity to form 
relationships is developed during the suckling period. 
When breakdown occurs at the end of this period, and a 
child has established some relationship with its mother 
only to lose it, the worst types of potential delinquent 
character formation may result. There is, as far as I am 
aware, no evidence that the suckling period is less satis- 
factory to Soviet children than to other children, and 
therefore no particular reason to anticipate an increase 
in psychopathic personality development. 

In conclusion, it may therefore be thought that there 
are good theoretical reasons for supposing that the 
problem of individual neurosis is not as great in Russia 
as in some other countries, but that, undoubtedly, 
physicians conditioned to the teachings of Pavlov are not 
well placed for the diagnosis of the subtler disorders of 
personal and group relationships. 


Department of Psychological Medicine, 
University College Hospital, 
London, W.1. 


KENNETH Soppy. 
TREATMENT OF VENOUS THROMBOSIS WITH 
ANTICOAGULANTS 

Srr,—I, found the article by Dr. Marks and _ his 
colleagues (Oct. 16) most interesting, but I question the 
rationale of giving heparin intramuscularly together with 
hyaluronidase. ‘The purpose of the latter is apparently 
to avoid hematoma formation in the muscle; and, as it 
must do so by hastening its absorption into the blood- 
stream, why not give it by the more exact method of 
frequent intravenous injections or, better still, by 
continuous intravenous drip. 

Recently, in a case of puerperal thrombophlebitis 
of the deep veins of the leg, I was impressed by the 
fact that with full doses of antibiotics (penicillin, strepto- 
mycin, and terramycin in turn) there was no effect on 
the hectic temperature until anticoagulant therapy 
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with heparin and phenylindanedione was instituted, 
when the temperature fell to normal within 36 hours. 
I presume that the anticoagulants, by checking further 
clotting, enabled the antibiotics to work. 
Que Que, 


Southern Rhodesia. 


J. M. Warp. 


APICAL LOCALISATION OF PULMONARY 
TUBERCULOSIS 

Sir,—The apical localisation of post-primary tuber- 
culous lesions may, I think, have an even simpler 
explanation than your leader of Nov. 20 suggests. 

The apical pleural branch 
of the bronchial arteries 
emerges in the normal per- 
son from the upper aspect of 
an annulus of systemic arte- 
ries surrounding both main 
bronchi at the hila.t This ar- 
tery emerges from beneath 
adjacent lymph-nodes and 
runs a straight course in 
the medial visceral pleura 
to the apex, where it breaks 
up and supplies, apart from 
the pleura, the supporting 
structures of the apical 
lung lobules. 

This constant vessel takes 
the shortest route from the 
hilum to the apical lung 
and becomes quite tortu- 
ous and enlarged in the 
presence of apical tuber- 
culosis (fig. 1). Such 
enlargement of the bron- 
chial arteries is a charac- 
teristic feature of pulmon- 
ary tuberculosis and may 
be related to the oxygen 
requirements of actively 
proliferating granulation tissue at the margins of caseating 
tuberculosis.* 





Fig. |1—Tortuosity of left apical 
pleural artery in an injected lung 
with an apical focus. 


1. Cudkowicz, L., Armstrong, J. B. Thorax, 1951, 6, 343, 
2. Wood, D. A., Miller, M. J. thorac. Surg. 1938, 7, 649. 





Fig. 2—Injected bronchial arteries in upper lobe of a left lung that 
was riddled with tuberculosis and had a large apical cavity. The 
patient died of hemorrhage from the large bronchial artery visible 
above the cavity. 
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The apposition of the apical pleural branch ‘of the 
bronchial arteries points to a relationship between the 
lesions at the hilum and apex. Involvement of this 
branch during its course adjacent to tuberculous hilar 
lymph-nodes permits hematogenous spread of embolic 
tuberculous material and organisms to the apex via this 
end-artery. Contrary to the endarteritic effects upon the 
pulmonary arteries in areas of pulmonary tuberculosis, 
the bronchial arteries in the same areas are greatly 
enlarged (fig. 2). 

I am indebted to the editors of Thorax for permission to 
reproduce illustrations which first appeared in their journal. 

St. Thomas’s Hospital, 

London, 8.E.1. 


CONVULSION DEPENDENCE 


Str,—Dr. Bourne is to be congratulated on his clear, 
stimulating, and suecinet account (Dec. 11) of a clinical 
phenomenon which, as he says, is common and has not 
previously received the attention it merits. With his 
conclusion regarding E.C.T. most psychiatrists will find 
themselves in agreement—i.e., to adjust the frequency 
of treatment to the needs of the patient, and to avoid 
abrupt cessation of treatment. Persistent convulsion 
dependence. is so common in schizophrenia that the 
observant nurse can be of inestimable help in reporting 
the earliest sign of relapse, so that treatment may be 
maintained at the proper frequency. Patients may thus 
be kept at reasonable levels of social adaptation for 
months or even years. 

Without entering into psycho-analytic terminology, 
one might speculate that in convulsion dependence, a 
periodic discharge of instinctual energy is brought about 
by the fit, indirect evidence for which is supplied by 
the effect of E.c.T. on adrenocortical function, menstrua- 
tion, &c. Additionaliy the ‘‘supranormal’’ stimulus of 
E.C.T., from the viewpoint of the patient’s total organism, 
undeniably has the effect of rearranging the psychotic’s 
relations with reality so that habits and behaviour are 
favourably influenced in many cases. 


Cane Hill Hospital, 
Coulsdon, Surrey. 


L&ton CUuDKOWICZ. 


F. B. CHARATAN,. 


SERUM TESTS FOR SYPHILIS 

Sir,—With reference to your leading article of Dec. 4, 
there are certain points that I feel require amplification. 

The description as ‘‘ non-treponemal ”’ of certain results 
of the treponemal immobilisation test (1.P.1.) appears 
to be unjustified. In the papers quoted '-* no case was 
found to give a positive 1T.P.i. among a total of 523 
individuals classified as healthy or suffering from diseases 
other than syphilis. Among “ non-sy philitie reactors ’ 
(i.e., positive standard tests for syphilis i in the presumed 
absence of syphilitic infection) Nelson reported 12 cases 
with no positive T.P.1. and Chacko 48 with 2 positive 
T.P.1.s. These were 2 cases of leprosy in which it was 
stated that syphilis could not be excluded. 

In my experience so far with unselected sera from 
this hospital’s antenatal clinic, in about 1% of cases 
with negative standard tests for syphilis (s.1.s.) the 
T.P.1. result was positive. In each of these 3 cases, 
however, the previous history was such as to exclude 
them from any series of ‘‘ normals.” 

As the known causes of non-syphilitic reactions 
(N.S.R.) (apart from leprosy) are conditions which are 
indiscriminate in their incidence it is not unreasonable 
to suppose that the incidence of these reactions is fairly 
constant throughout the various population groups ; thus 
the proportion of N.S.R.s to syphilitic reactions will reflect 
the incidence of syphilis in the group studied. The 
highe:': figures for N.S.R. Elna (43%) oceurred in 


1. Nelson, R. A., Zheutlin, H.E arene J.A., Austin, P. G. M., 
Amer. J. Syph. 1950, Ng 

2. Miller, J. L., Slatkin, M. i, ge R. os fy pees F., Cannon, 
A. B. J. Amer. med. Ass. 1952, 149, 98 

3. Chacko, C. W. J. clin. Path. 1953, 6, 227. 

4. Moore, J. E., Mohr, C. F. Ann. intern. Med. 195: 





, 37, 1156. 
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private patients of high socio-economic status referred 
for opinion on the result of their s.t.s. and would pre- 
sumably exclude cases where the diagnosis was straight- 
forward. The lowest ® (4:8°% and 5-5%) occurred where 
the incidence of syphilis would be high—i.e., among 
cases diagnosed as latent syphilis attending a v.p. clinic. 

In my experience, on the basis of the 1.P.1. about a 
quarter of all new cases found to have a positive s.7T.s. 
while attending the antenatal clinic of this hospital are 
non-treponemal. 

As the specificity of the various s.1.s. generally 
accepted as of suitable sensitivity for general use rarely 
reaches 99-75% (i.e., 1 N.S.R. in 400 cases), the figure 
given of 1 N.s.R. in 2500 sera would appear excessively 
low. However, blood-donors are a selected group in 
that they are usually of good general health, making 
chronic N.S.R.8 unlikely, and are not usually bled imme- 
diately following an acute infection, making acute N.S.R.s 
unlikely. The sera are further selected in that individuals 
with positive reactions tend to be excluded while non- 
reactors are repeatedly tested. 

Pathology Department, 


Royal Free Hospital, 


London, W.C.1. P. J. L. SEQUETRA. 


ANTIBIOTIC-RESISTANT STAPHYLOCOCCI 


Str,—Mr. Lowden, in your issue of Dec. 4 says: 
“The clinical results of treating acute staphylococcal 
infections with penicillin as soon as the patients attend 
hospital remain excellent.”’ 

In 1949, the year of a survey of staphylococcal lesions 
found in the Radcliffe Infirmary, Oxford,® I recorded 
the time elapsing between isolation of ,staphylococcus 
and discharge of the patient from attendance at the 
outpatient department. I showed that the groups with 
sensitive organisms (147) and with resistant organisms 
(21) each gave the same average of 20 days until discharge. 

As 80 of the total 227 outpatients in the sensitive group 
were sent to their own doctors for continuation of treatment 
or did not report back as requested, these figures give @ 
different total from that shown in my paper, and the omission 
of these 80 may weight the figures for time till discharge 
against the sensitive group. The 21  penicillin-resistant 
staphylococcal isolations were from patients with both open 
and closed lesions so that the percentage incidence is higher 
than my figure of 6% lesions with penicillin-resistant staphylo- 
cocci calculated from my group of closed lesions only, and 
referred to by Mr. Lowden. 

Treatment in nearly all cases was the same in principle 
namely, 200,000 units of penicillin daily for 5 days. In only 
4 of the 21 resistant cases was penicillin not given. Average 
time till discharge in these 4 cases was 18!/, days. No account 
is here taken of the depth of the lesion and type of operative 
treatment required. I gathered data on the relevant variabies 
such as these, but found it impossible to produce large enough 
parallel gubdivided groups. 

In spite of adding 10 more cases from a series continuous 
with my own in 1949-50, nothing significant emerges from 
consideration of the occupations of the patients with resistant 
staphylococci: there were 6 housewives, 4 children, 2 
labourers, 2 students, 3 nurses, 3 metal-workers, a tax- 
officer, a bus conductress, a shunter, a pantryman, a teacher, 
a drierman, a sales assistant, a clerk, 2 of unknown occupa- 
tion. and an inspector from a cleansing department. Apart 
from the students and the nurses, this mixed collection appears 
to indicate that penicillin-resistant strains of staphylococci 
were then (as many other workers have shown hefore and 
since) well scattered amongst the population. However, 
their numbers then, as now apparently, were very small. 


Mr. Lowden also, I think, implies that lesions which 
have mixed organisms are more likely to have or to 
acquire penicillin-resistant staphylococci. I agree with 
him. 

I tested this point in my collection of nearly 1300 staphylo- 
cocci, as there were 231 of them found in mixed cultures. 





5. Wilkinson, A. E. Brit. J. vener. Dis. 1954, 30, 144. 
6. Summers, G. A. C. Lancet, 1952, i, 135. 
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When Escherichia coli figured on the plates (most commonly 
from high vaginal swabs, or from urine) 78% of the staphylo- 
cocci were penicillin-resistant (21 out of 27). When 
contaminant organisms such as diphtheroids, Staphylococcus 
albus, and mixed saprophytes appeared, 54% (41 out of 
117) were resistant. When the pneumococcus figured, 32% 
(11 out of 34) were resistant. When pathogenic organisms 
appeared in addition to the staphylococcus (-hemolytic 
streptococci, monilia, Clostridium welchii) 55% (29 out of 
55) were resistant. In all, 44% (102 out of 231) of the staphylo- 
cocci were penicillin-resistant in the mixed-growth cases. 
As might be expected, only a very small number of the 
patients from whom these mixed growths were obtained were 
outpatients. 


It is not surprising, therefore, that this proportion closely 
resembles that obtained for the whole series of inpatients 
in 1949 by Cairns and me 7—namely, 47% 


County Hospital. ‘ Yq 
York. . G. A. C. SUMMERS. 


Medicine and the Law 


Negligence Actions Fail 

Mr. Justice McNair, in the Queen’s Bench Division, 
has given judgment for the Carshalton Group Hospital 
Management Committee as defendants in an action for 
negligence. The action was brought on behalf of Valerie 
Cox, now aged 13, a patient in Queen Mary’s Hospital 
for Children. 

The child had contracted poliomyelitis and was eventually 
transferred to Queen Mary’s Hospital. From the waist 
downwards she was completely paralysed, and there was only 
slight movement, in her arms. Because the respiratory muscles 
were affected she suffered from chest trouble and had inhala- 
tions. In December, 1952, she suffered burns when an inhaler, 
containing boiling water, upset on her bed, It appear: that 
she loosed her hold of the inhaler in turning to look at a 
budgerigar in a cage. 


Giving judgment,® Mr. Justice McNair said that he had 
to decide whether there had been any breach of duty in 
the manner in which the inhalant had been given, and 
whether the management committee had been negligent 
in allowing the nurse to leave the child’s bedside while 
she was having the inhalant. Dealing with the evidence, 
his Lordship said he preferred the nurse’s version of how 
the child and the inhalant were placed. This method, said 
the judge, was used after the day sister had tried several 
ways of administering the inhalant. He was satisfied 
that she had applied a trained intelligence to the problem 
and had devised a sound but simple method. ‘ I can find 
no lack of care in the positioning of the child and the 
inhaler,’ he said. It had been agreed that there was no 
need for the nurse to hold the inhaler while treatment 
was being given. In the circumstances of this accident 
he could find no breach of duty by the nurse in leaving 
the room, or by the management committee in allowing 
her to do so. 

In another case Mr. Justice Lynskey gave judgment 
for the Royal Free Hospital, which was defending an 
action for damages for injury sustained by a patient in 
Hampstead General Hospital whose thigh was burned 
when a nurse dropped a bottle of nitric acid in a room 
adjoining the ward.® The patient had been allowed to 
stay in the hospital for a few days after she had been 
discharged, because she had nowhere to go. The defen- 
dants claimed that the accident was caused by the 
patient startling the nurse as she was putting the bottle 
on a shelf. Patients were not supposed to enter that 
room without permission. His Lordship said that he 
could place no reliance on the patient’s evidence. 

These cases may come as a useful reminder that 
damages are not available merely because there has been 





7. Cairns, H. J. F., Summers, G. A. C. Ibid, 1950, i, 446. 
8. Times, Dec. 16, 1954. 
9. Ibid. 
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an accident. The essence of negligence is breach of the 
duty to take care. 


Death due to Methylpentynol and Barbiturate 


At an inquest? at Godalming, Surrey, on a man of 
23, the cause of death was found to be poisoning by 
a combination of methylpentynol (‘ Oblivon’) and a 
barbiturate. The director of the Metropolitan Police 
laboratory said that methylpentynol and barbiturate 
had been found in the stomach in quantities which, 
while not in themselves lethal, would have been lethal 
in combination. He added that it was now well established 
that methylpentynol and barbiturate should not be 
taken together. The coroner said ‘‘ we have heard of the 
danger of taking alcohol and barbiturates. This is the 
same sort of thing?” ‘* Yes.” 


Artificial Insemination 


An American judge in Chicago has ruled that, except 
where donor and recipient are married to each other, 
artificial insemination is illegal and constitutes adultery 
on the part of the mother.!! The ruling also held that 
children fathered by anyone but the mother’s husband 
are illegitimate. Such insemination, said the judge, 
‘* with or without the consent of husband is contrary to 
public policy and good morals, and the father (the 
mother’s husband) has no right or interest in the said 
child.’’ The ruling was made in a divorcee action brought 
by the mother asking for sole custody of the son. Divorce 
in the United States is a matter of State and not of 
federal law, but this judgment might be followed in 
other States of the Union. 

The English courts have not yet had occasion to 
consider the question whether artificial insemination 
by other than the husband is adultery, though the 
matter of A.1.H. has been before the courts in connection 
with a nullity petition. In L. v. L. (1949) the parties 
were married in 1942, but the marriage was never 
consummated, owing to the husband’s mental attitude. 
In December, 1947, the wife, desirous of having a child, 
was artificially inseminated with the husband’s semen. 
In January, 1948, the wife, not knowing that she was 
pregnant, left the husband. The child was born in 
September. It was held that, in the circumstances, the 
wife had not approbated the marriage and that she was 
entitled to a decree of nullity. 





Parliament 


Private Members’ Bills 


AMONG the private members’ Bills of which notice 
has been given in the House of Commons for the new 
session is a measure to confer powers on local authorities 
to establish smokeless zones and smoke-control areas 
and to require the use of approved types of industrial 
furnaces and ancillary plant and domestic heating 
appliances ; and generally. 

Another private members’ Bill, presented by Mr. 
R. W. SORENSEN, proposes to extend the provisions of 
the law enabling the legitimation of children born out of 
wedlock and to amend the law relating to birth certificates. 

Mr. Haro“p DAVIss is introducing a Bill dealing with 
health, welfare and safety in non-industrial places of 
employment such as shops, offices, and cinemas. 


Many Questions 


The Opposition have lately introduced the marathon 
technique into question time; on a given day all the 
questions are directed to one Minister. On Dec. 13 the 
Minister of Health was chosen as respondent, and for over 
an hour Mr. IAIN MACLEOD faced a good-humoured but 
protracted parliamentary inquisition on capital alloca- 
tions to hospitals. At the end Mr. H. A. MARQUAND 
could justly claim that there had not been ‘‘a single 
unreasonable question nor a bad-tempered supplemen- 





10. Ibid, Dec. 14, 1954. 
11. Ibid. 
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tary.’”’ Whether deans uitnutadad interrogations make 
the beat use of parliamentary time is more doubtful. 
But some of the 61 questions, of which we print a selection 
below, certainly raised important points of principle. 


QUESTION TIME 
Hospitals in the New Towns 


Replying to questions as to the special provision he expected 
to make during the coming year for hospital construction in 
the hew towns, Mr. MAcLEop said that he hoped that it would 
be possible to make a start during the year on the preliminary 
stages of a new hospital for Welwyn and Hatfield which was 
to be financed from funds reserved centrally for major projects. 

Mr, KENNETH Rosrnson : Is the Minister aware that this 
is merely scratching the surface of the problem, and that the 
one thing which is not being provided in the new towns is a 
hospital service ? Would not a special allocation be appropriate 
for the new towns and those other new communities which 
require hospital provision ?—Mr. Mac.xop : In general I am 
against special allocations and I have made an exception only 
in the mental field. I take into consideration the particular 
needs of the regional boards, but new hospitals represent such 
a vast project that they must clearly be financed centrally. 
Therefore, a special allocation is not appropriate. 

Mr. Rosrnson asked if the Minister would consult the 
Minister of Housing and Local Government with a view to 
arranging that capital for new hospital construction in the 
new towns should be provided by the development corpora- 
tions. Mr. Mac.eop replied : Neither the Minister of Housing 
and Local Government nor I consider it appropriate that 
development corporations should provide capital for this 
purpose any more than for other services which are the 
responsibility of other statutory authorities. Mr. RoBrnson : 
But is the Minister aware that Parliament is in process of 
voting £100 million for the new towns, which is roughly ten 
times the amount he has available for the whole capital 
development of the hospital services for the next 12 months ? 
In those circumstances, does he not think that this matter is 
worth looking at again ?—Mr. Mactrop: That is quite right, 
but the money, if voted, is not intended for that particular 
purpose. I think that the solution would be for me to allocate, 
through the regional boards, what I consider a fair proportion 
of the amount of money which I can obtain from the Chancellor 
of the Exchequer. Mr. ArTHUR BLENKINSOP: Is it certain 
that the grant of aid to the new towns necessarily excludes 
any health development at all? Surely, that is not so ?— 
Mr. MacitEop: I should have thought that it excluded 
hospital development, which clearly is an Exchequer matter, 
but if the hon. member wishes, I will look at the matter again. 


Allocations to Mental Hospitals 


Mr. MARQUAND asked the Minister what proportion of the 
total capital expenditure by hospital authorities in the current, 
and the coming, financial year, respectively, he expected to 
be devoted to projects directly concerned with meatal health 
and mental deficiency.—Mr. Mac.rop replied: I expect that 
the figure for the current financial year will be about 28%. I 
have not yet received hospital board programmes for next 
year, but at least 20% of the total sum expected to be available 
is likely to be spent on centrally financed works at mental 
and mental-deficiency hospitals, and the over-all percentage 
therefore is likely to be higher than this year. 

Mr. Rosrnson : Is the Minister aware that this proportion 
is still inadequate as over 40% of the total number of hospital 
beds are for mental and mentally deficient patients ? Will he 
do his best to step up this percentage ?—Mr. Mac.ieop: Yes, 
but if one takes into account the fact that many special 
departments are not required in mental hospitals it would 
appear that this bears a good relation to the provision of beds. 


Pre-war and Post-war 


Mr. Marquanp asked the Minister how the capital alloca- 
tion to hospital authorities in the current financial year com- 
pared, allowing for changes in costs, with the expenditure on 
hospital building in the year 1938 or any other convenient 
year before the late war.—Mr. Mactxop : I estimate that the 
average capital expenditure on hospitals in England and Wales 
in the three financial years immediately before the last war 
was about three times the allocation for the current year. 
Mr. Marquand: In view of the considerable increase in 
population since then, together with the heavy war damage 
and the creation of new towns which at present have no 
hospital facilities, would not the Minister agree that the 











nation really cannot be satisfied with the onions position ? 


—Mr. Mactzop : I have made great use of these figures over 
a long period. What they show, and it is no credit to any of 
us, is that in the 1930s we were doing three times as much 
hospital building as either Government has been able to 
achieve since the National Health Service came into operation. 


Non-Exchequer Funds 


Replying to a question, Mr. MacLrop said that the estimated 
proportion of the total capital expenditure by hospital authori- 
ties in the current financial year met from non-Exchequer 
funds was about 7%. 


Rec uitment of Staff 


Replying to questions about recruitment of nursing staff, 
Mr. MacLeop said while the allocations made to hospital 
boards, within the sums voted by Parliament, had generally 
been sufficient not only for the maintenance of existing services 
and staffing standards but also for some improvements and 
developments (which included increases in staff), he had from 
the outset made it clear that the cost of these must be met 
within the allocations made. He was constantly encouraging 
hospital authorities to achieve the maximum economy in 
running their services in order to release further resources 
for improvements and developments. 

Mr. W. A. Witxins: What use is it to hold recruiting 
campaigns for nursing staff—which I understand were reason- 
ably successful—if the hospital management committees find 
it impossible to meet the cost of additional staff? They 
are already hard pressed to keep their expenditure within the 
estimates, and does this not mean that there will be no 
recruitment of staff ?—Mr. Mactxop: No, it does not. As 
a matter of fact some of the recruitment drives have, perhaps, 
not been quite so successful as the hon. member’s supplemen- 
tary question may have indicated, though both I and the 
Minister of Labour are always looking for such recruits. It 
has always been a general principle in the budgeting of all 
departments that everyone must try to keep within their 
allocation and use it for the improvements which they can 
obtain. But I am always prepared to consider any special 
case which may be put forward. 

Mr. Marquanp: Whatever may be happening elsewhere, 
can the Minister assure the House that, so far as mental health 
is concerned, the number of nurses will not have to be limited 
by the amount of finance available ?—Mr. Mactzop: That 
goes too wide. It is right to say that the recruitment of 
mental health staff is a special problem. 


Unstaffed Beds 


Mr. Wit11Am Grirritus asked the Minister whether he was 
aware that 25 additional beds provided at Wythenshawe 
Hospital, Manchester, and 10 at Baguley Hospital, Man- 
chester, could not be used because the hospital management 
committee had insufficient money to staff and maintain them. 
—Mr. Mactxop replied: I understand that, for the reason 
given, the H.M.c. is experiencing difficulty in bringing these 
additional beds into use, but-that the regional hospital board 
has urged on it the desirability of finding the money by 
savings in the cost of running existing services. 

Mr. Gryrrirus: Is the Minister aware that it would be 
impossible for the H.m.c. to find from current maintenance 
expenditure the money with which to staff and maintain 
this new project because the H.M.c. is already being compelled 
to discharge maintenance workers and to cut down expendi- 
ture on meals for patients and staff because of its inability 
to keep within the current maintenance expenditure figure ? 
—Mr. Macteop: The k.H.B. tell me that it will take this 
matter into account in making its allocation to the H.M.c. 
next month. 

Cerebral Palsy 


Replying to a question Mr. MAcLEop said he had no power 
to issue regulations to make cerebral palsy a notifiable disease, 
and he was not satisfied that notification would achieve any 
useful result. The reason why he could not make this a 
notifiable disease was that it was not an infectious disease 
and therefore did not come within the scope of the regulations 
under the Public Health Act, 1936. 

Mr. SomERVILLE Hastines: I agree that the Minister has 


no powers to deal with the matter in that way, but will he not 
use all his influence with the medical profession to get these 
cases notified to medical officers of health as soon as possible, 
realising the great importance of early treatment in the vast 
number of cases and also the fact that in many cases the disease 
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can be recognised in children before they are six months old ? 
—Mr. Macieop: I think it would be helpful if we had as 
early notification as possible, although there are often con- 
siderable difficulties about diagnosis of this disease, which I 
think would complicate the matter. 


Overdosage of Dangerous Drugs 


Mr. Henry Price asked the Minister whether, in view of 
recently expressed medical opinion, he would reconsider his 
department’s rejection of the suggestion that small quantities 
of suitable emetics might usefully be incorporated in dangerous 
drugs to prevent fatalities from overdosage—Mr. MAcLEoD 
replied: I think this is more appropriately a matter for 
the medical profession than for me, and in any case I have 
no authority to give effect to the suggestion. Mr. PRICE: 
Does the Minister realise that during the last five years there 
have been over 3000 deaths from this cause, including nearly 
100 children—one-third accidental and two-thirds suicidal ? 
Does he not think that he might take an interest in the 
implementation of so simple a remedy when there have been 
so many tragedies ?—Mr. Macirop: I think that the hon. 
Member greatly over-simplifies the problem. So far as legisla- 
tion with regard to dangerous drugs is concerned, that is a 
matter for the Home Secretary. All I did in correspondence 
with my hon. Friend was to point out the view of the pro- 
fessions concerned towards the proposal, which is that there 
is. nothing new in it, and there are, in fact, grave dangers. 


Doctors and National Service 


Mr. JouN RankIn asked the Minister why the concession 
granted in 1952, by agreement with the National Medical 
Manpower Coi>mittee, whereby doctors could serve in the 
Federation of ..alaya or West Africa instead of being called 
up for National Service, had been withdrawn; how many 
doctors were recruited under this arrangement in each of the 
territories ; and whether the Government would consider 
restoring the concession.—Mr. Mactzxop replied: The 
concession for West Africa, under which 23 doctors were 
recruited, was brought to an end in 1951 on the recommenda- 
tion of the Medical Priority Committee, the predecessor of the 
National Medical Manpower Committee. The arrangement 
for Malaya related to 12 doctors, who have all been recruited. 
I am informed that there is now no further demand for Malaya 
for doctors liable to call-up. Consultations about West Africa 
are proceeding. 

Hearing-aids 

Replying to questions Mr. Macteop said that at the end of 
October last 401,524 patients had been provided with 
‘ Medresco ’ aids in England and Wales. Excluding the cost 
of minor repairs and distribution, the cost of electric and non- 
electric aids up to March 31 last was about £4 million for the 
United Kingdom and the Isle of Man. 


Scottish Dental Students 


Replying to a question Mr, Jamres Stuart said that there 
were 15 new students accepted this session in the new Dundee 
dental school for the 25 places available. 


Swiss Sanatoria Charges 

Replying to a question Mr. Stuart said that there had been 
no significant variation in the charges per patient at Swiss 
sanatoria since 1951. Although visiting doctors and the 
resident Red Cross welfare officers were satisfied that the 
diet was adequate, they had from time to time made 
suggestions to the sanatorium authorities with the object 
of bringing the type of food and methods of preparation more 
nearly into line with Scottish customs, 


Psychiatric Treatment for Borstal Girls 


Replying to a question Major Gwitym Lioyp-GrorGE, the 
Home Secretary, said that over the last three years the longest 
period spent by a borstal girl in Holloway for psychiatric 
treatment was one year, but the average period was much 
less. The girl was returned to her training borstal as soon 
as she was considered to have received the maximum benefit 
from her treatment and to be fit to return. If she was not 
considered fit, she might be retained for further medical 
observation or sent to an outside hospital for further treatment. 

Miss MARGARET HeERBIsoN: Is the Home Secretary aware 
that many people feel that it is wrong that any borstal girl 
should spend any time at all in Holloway Prison ; and is it 
not a shocking disclosure that one of these girls spent a year 














there? Will the Home Secretary do everything he possibly 
can to find a place which will provide this treatment outside 
the prison ?—Major Lioyp-GrorcE: I fully sympathise 
with what the hon. lady has said. There are other difficulties. 
The cases that go to Holloway number about 6 a year, and 
their average stay is two to three months. It would be 
difficult to have a special place for so few cases. 

Mr. R. W. SorensEN: To what extent has psychiatric 
treatment of prisoners been extended over the past five 
years; and how far has this proved beneficial ?—Major 
Lioyp-GrorGcE: The amount of time given to psychiatric 
treatment of prisoners by the visiting psychotherapists has 
increased, and there have been developments of technique. 
Arrangements have also been developed under which psychia- 
trists working under regional hospital boards interview short- 
sentence prisoners with a view to treatment being continued 
after release; and prison medical officers in appropriate 
establishments have been encouraged to give an appreciable 
amount of psychiatric treatment in cases not calling for 
more intensive treatment. The benefit derived, while not 
easily assessed, has been substantial. 


Obituary 


JOHN ALLAN CHISHOLM ROY 


M.B. Manc. 


Dr. J. A. C. Roy, formerly medical superintendent 
of Cheadle Royal Hospital, died on Dec. 7 at the age 
of 76. He graduated M.B. at the Victoria University of 
Manchester in 1903, and after holding house-appointments 
at the Manchester Royal Infirmary and Royal Eye 
Hospital he joined the staff of the Cheadle Royal Mental 
Hospital. He rose to the post of superintendent, which he 
held for more than thirty years until his retirement last 
year. 

W. B. writes: ‘ Dr. Roy was the administrator at his 
best. A big man with rosy cheeks and a cheerful smile, 
he inspired confidence in everyone he met. Anxious 
relatives quickly realised he was the right man to solve 
their distressing problems. Excitable patients calmed 
down in his presence in an astonishing way. He was full 
of sound common sense which he brought to bear on the 
treatment of his patients. He realised that soft colours 
and flowers and beauty played a big part in the treatment 
of psychiatric patients. The hospital was beautifully 
decorated, particularly the ladies’ drawing-room, and 
the part that housed the less amenable patients was kept 
as cheerful as possible. The grounds and the enclosed 
gardens were always colourful and at times ablaze with 
crocuses, daffodils, wallflowers, dahlias, and chrysanthe- 
mums. 

‘He left the detailed psychiatric treatment in the 
hands of his deputy and the other medical officers, 
choosing them for this purpose with great care, and 
encouraging them to test any new ideas that seemed 
promising. The latest methods of treatment were always 
available ; the physicians and surgeons of the Manchester 
Royal Infirmary were on call; and he saw that there was 
the closest possible liaison between the staffs of the two 
hospitals. Small wonder was it that his patients did 
so well. 

“* Roy took particular interest in the produce of the 
gardens and the farm. The patients lived on fresh 
vegetables, fruit, and milk of the best quality. His 
displays of vegetables won first prizes at the biggest 
flower shows and spread the name of the hospital far and 
wide. His fat pigs, too, were impressive prizewinners. 
The hospital cricket-ground, surrounded by flowering 
chestnut trees, was one of the loveliest in the country and 
was used summer and winter to entertain his patients. 
Everything was done on a big, genial, good-humoured 
scale. He was the perfect host. His colleagues, members 
of the hospital staff, his patients, their relatives, and, 
above all, his friends recognised in him that rare type— 
one who can never be replaced.” 


Births, Marriages, and Deaths 








BIRTHS 


EasTHaAM.—On Dec. 7, to Joan (née Middleton), wife of Robert D. 
Eastham, M.D., D.C.P., D.PATH.—a son (David John). 
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“Notes and 1 News - 


RESEARCH BESIDE THE HOSPITAL 


OnE of the big assets of the Middlesex Hospital as a teaching 
school is its institute of clinical research and experimental 
medicine, which was opened in October of last year. In 
this institute, at 40, Hanson Street, London, W.1, space and 
equipment are offered for research by members of the senior 
staff-of the hospital or by juniors whom they sponsor. 
A clinical research committee decides policy and priorities, and 
the institute is under the administrative direction of Dr.Alan 
Kekwick, the professor of medicine. 

On Dec. 14 some of the work done in the first year was 
demonstrated to visitors. On the surgical side this has 
included observations on isolation of the duodenum in the 
dog (Mr. R. Vaughan Hudson and Mr. F. A. Henley); on 
the anatomy of lymph-vessels (Mr. Vaughan Hudson and 
Mr. R. T. Turner Warwick) ; and on pulsion fractures of the 
anterior cranial fossa (Prof. P. B. Ascroft). With Mr. L. M. B. 
Devas, Mr. Philip Wiles showed a film of rib-resection in the 
rat, and with Dr. K. B. Dawson he has used radioactive 
calcium to obtain autoradiographs illustrating bone growth. 
Mr. 'T. Holmes Sellors and Dr. J. B. Walter showed an instruc- 
tive series of diagrams and photomicrographs of lung cancer : 
symptoms are delayed, and the outlook for surgery is corres- 
pondingly worse, when the new growth originates in a peri- 
pheral bronchiole. Dr. Walter has confirmed, by experiments 
on guineapigs, the capacity of cortisone to prevent damage 
to the skin by X rays. 

Dr. B. A. Sellick and Dr. John Kirk have experimented 
on artificial reduction of body-temperature in dogs: blood 
is withdrawn by a saphenous catheter from the inferior 
vena cava, passed through a cooling coil, and returned to 
the inferior vena cava. Professor Kekwick and Dr. G. P. 
Blanshard have been studying the viscosity of sputum (which 
is increased by giving pethidine or morphine) and the use of 
aerosols to reduce it. Dr. Evan Bedford and Dr. D. 8S. Short 
showed arteriographs illustrating pulmonary hypertension ; 
and various aspects of the use of hypotensive drugs were 
demonstrated (Dr. A. J. H. Hewer and Dr. Patricia Coles, 
Dr. Bedford and Dr. E. L. McDonald, Dr. Arthur Willcox, 
and Dr. B. Golberg). 

Dr. F. R. Bettley and Dr. E. A. Fairburn are collaborating 
in a study of cutaneous lymphomata, and some joint work on 
the effect of vitamin K on blood-coagulation factors in liver 
diseases was shown by Dr. John Nabarro and Dr. Raymond 
Seidelin. Dr. Nabarro, assisted by Miss A. Moxham, had 
a number of exhibits in the borderland of biochemistry and 
medicine, and there were other endocrinological demonstra- 
tions (on aldesterone, the electrocardiogram in hypopitui- 
tarism, and water diuresis as a test of adrenal function) 
by Sir Charles Dodds, F.R.s., and Dr. Oliver Garrod. 


HOMEOSTASIS 
AT a meeting on Dec. 1 of the medicine section of Manchester 
Medical Society, Dr. 8S. W. Stanbury said that disturbances 
of the kidneys’ regulatory functions—homeostatic renal 


insufficiency—can occur without significant excretory failure, | 


and may sometimes produce serious metabolic disorders 
without giving rise to the usual symptoms and signs of renal 
disease. Patients with a degree of excretory renal failure 
might haye symptoms resulting from homeostatic renal 
insufficiency ; the recognition and treatment of these symp- 
toms could greatly benefit the patient, even though the 
prognosis of the renal lesion remained unaltered. Osteo- 
malacia could develop without, or in company with, nitrogen 
retention. What had been called “ renal rickets ’’ was best 
regarded, not as a single disease of bone, but as a gross 
skeletal upheaval complicating renal failure in a growing 
person. There might be deficient calcification, hyperpara- 
thyroidism, growth retardation and growth disparities, and 
osteosclerosis, but the cause of none of these changes was 
certainly established. The regulation of internal calcium 
distribution was a function of the skeleton that constituted 
a ‘calcium buffer’’ maintaining constancy of the serum- 
calcium level in the face of influences tending to elevate or 
depress it. Hypercalcemia reflected a failure of the homeo- 
static buffering function of the skeleton ; and with this failure 
of calcium homeostasis the kidney was the first organ to suffer 
secondary danage. 





1. Lancet, 1953, ii, 890. 
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MERIT AWARDS 


THE terms and conditions of the service of hospital medical 
and dental staff setting out the proportion of a distinction 
award payable to a clinical teacher or research-worker who 
holds an honorary appointment have been amended (m.D.B. 
circular no. 19). At present he receives a fraction of the award 
corresponding to the proportion of whole-time salary paid 
him and irrespective of the clinical work he performs. In 
future the proportion of the award he receives will be related 
to the amount of clinical work he performs in the hospital 
service. 

The accompanying memorandum from the Ministry of 
Health (.M.[54]109) explains that for this purpose clinical 
work for a consultant means time spent in the direct care of 
patients or work related to diagnosis and treatment, such as 
radiological and pathological examinations. Purely teaching 
duties will not count as clinical work. Research which can be 
specifically related to the diagnosis or treatment of patients 
will count as clinical work, but not other forms of research. 


CIVIL RIGHTS OF EPILEPTICS 


THE legislative committee of the American League Against 
Epilepsy has made a strong legal and medical appeal for 
the civil rights of the 1,500,000 epileptics in the United 
States.' In seventeen states it is a crime or a misdemeanour 
for epileptics to marry, and the laws in nineteen states require 
sterilisation of epileptics on their discharge from state institu- 
tions. Laws are also in force in several states debarring 
epileptics from holding jobs or driving cars. ‘‘ These laws,”’ 
the committee declare, ‘‘ have long caused profound economic 
deprivation and moral despair among hundreds of thousands 
of our citizens who, with their seizures partially or wholly 
controlled, are for all practical purposes normal human 
beings.”” Dr. Howard D. Fabing, president of the American 
Academy of Neurology and head of the legislative committee, 
said that 80% of epileptics could have their seizures fully 
or partially controlled by inexpensive drugs taken by mouth ; 
but many epileptics were afraid to seek medical advice because 
of legal restrictions, and he estimated that only a fifth of the 
epileptics in the United States were receiving the full benefits 
of modern treatment. 


CIGARETTE PAPER AND LUNG CANCER 


IN an investigation into the possible carcinogenic action of 
the constituents of cigarettes, Essenberg * has exposed albino 
mice for a year to the smoke of cigarette paper alone. As 
controls, similar mice were exposed to cigarette smoke from 
a machine set to smoke 12 cigarettes a day 6 days a week 
for a year. At the end of the experiment all the animals 
were killed and the lungs and heart were removed together, 
sectioned, and mounted serially. The results indicated that 
cigarette paper had little or no effect on the generation of 
lung tumours in these mice. But this was only one experiment 
and more must be done before we can decide whether cigarette 
paper has much or little to do with lung cancer. 





University of Oxford 
On Dec. the following degrees were conferred : 


D.M.—C. P. Silver. 

B.M., ROK. —John Billingham, A. C. Markus, Brian (Clarke, 
R. R. Charlwood, Guy Harris, B. L. D. Phillips, E. J. Bovett, D. J. 
Reid, J. H. Baron, M. P. Joyston-Bechal, P. H. Merry, D. C. 
Bec kingham, F. W. Wright, Geoffre Appleyard, R. B. Chalmers, 
G. H. Fairley, John Gerrard, Dennis uttmann, L. 1. Holmes-Smith, 
W. H. Mitchell-Banks, A. D. Jose, Vincent Marks, J.C. M. W —: 
E. J. Wimperis, C. M. 8. ope: "J. A. Mitchell, H. R. Overt. 
Dingle, Martin Hartog, P. T. Pickens, H. J. Liebeschuetz, R. 
Sutton, P. J. Mitchell, D. T. Cousins, P. R. Samsworth, D. P. W ob 
Robert Akroyd, T. J. D. Cochrane, Elspeth A. Beckett, Jean O. 
Hunter, Ann C. M. Wickham, Patricia J. M. Cotter, *D. H. Crill, 
*H. L. Freeman. 

* In absentia. 


University of London 
On Nov. 17 the following degrees were awarded : 


M.D.—C, I. Levene. 
M.S.—B. A. Ward. 


University of Aberdeen 
On aes 15 the following degrees were conferred : 


M.D.—W. H. R. Auld, L. A. Wilson (with honours); I. W. 
Caldwell, Jo ine. We Morrice, J. H. 8. Whyte. 

M.B., Ch.B.—Helen C. Brown, T. G. Hamilton, A. N. Hepburn, 
John liepbuin, G. B. Knox, K. J. Mackay, W. J. Mac rae, Robert 
ry ay J. M. Munn, D. R. Pratt, R. MacD. Rowland, M. A. Shields, 

. N. B. Stott, Catherine H. Tullett. 


1. New York Times, Dec. 10, 19 
2. Essenberg, J. M. Science, 19: Ms, 120, 1000. 
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University of Leeds 

At a congregation to be held on March 29, 1955, the honorary 
degree of M.A. is to be conferred on Mr. S. Clayton Fryers, 
formerly house-governor and secretary of the Leeds General 
Infirmary and, until his retirement earlier this year, secretary 
of the United Leeds Hospitals Board. 

Mr. C. R. Berkin has been appointed senior registrar and 
tutor in orthopedic surgery. 


Royal College of Physicians of London 


On Tuesday and Thursday, Jan. 18 and 20, Prof. G. M. 
Bull will deliver the Goulstonian lectures on the Uramias ; 
on Tuesday and Thursday, Feb. 8 and 10, Dr. J. A. Smiley 
will deliver the Milroy lectures on Personal Factors in Accident 
Proneness; and on Tuesday, Jan. 11, Dr. G. B. Dowling 
will deliver the Watson Smith lecture on Scleroderma and 
Dermatomyositis. All the lectures will be held at 5 P.M. at 
the College, Pall Mall East, 8.W.1 


Royal Appointments 

Surgeon Captain D. H. Kernohan, R.N., has been appointed 
an honorary surgeon to the Queen in succession to Surgeon 
Captain J. H. B. Crosbie, r.N. Surgeon Captain A. H. 
Harkins, R.N., has been appointed an honorary physician to 
the Queen in succession to Surgeon Rear-Admiral T, N. D’Arcy. 


Royal Commission on Mental Laws 

The Royal Commission have named March 1, 1955, as the 
final date for the submission of memoranda of evidence for 
their consideration. Any persons wishing to submit evidence 
should send a memorandum of evidence in writing by that 
date to the secretary of the Royal Commission, Ministry of 
Health, Savile Row, London, W.1. As from Jan. 24, 1955, 
the address will be 30, Chester Terrace, Regent’s Park, 
London, N.W.1. 


Poliomyelitis Research Fellowship 

The National Fund for Poliomyelitis Research have set up 
a fellowship at Manchester University. Dr. P. B. Stones, 
temporary lecturer in bacteriology in the university, is to be 
the first fellow and he will take up his appointment in October, 
1955, and hold it for four years. In the university during the 
past year a start has been made in cultivating poliomyelitis 
viruses and in surveying antibodies in the population of this 
region. This work will be continued and expanded with the 
help of the fellowship. 


Smoke Pollution 


An observing station for measuring the smoke and sulphur- 
dioxide pollution in the London atmosphere has been set up 
in the Science Museum, South Kensington, 8.W.7, by codpera- 
tion with the fuel research station of the Department of 
Scientific and Industrial Research. The station is one of a 
number that are being established in London and elsewhere. 

The sampling equipment is displayed as a working exhibit in 
the meteorology gallery of the museum. The smoke particles are 
captured on filter-paper through which air is drawn from just 
above museum roof-level, by means of a small electric pump. As 
a result, a grey stain appears on the filter-paper, the intensity of 
which is a measure of the degree of smoke pollution. The same 
air is bubbled through a weak solution of hydrogen-peroxide where 
the atmospheric sulphur dioxide is dissolved to form an acid solution, 
the strength of which is measured. 


British Hospital in Madrid 

This hospital (see Lancet, July 3, 1954, p. 49) has been 
opened by Sir Ivo Mallet, British Ambassador to Spain, at 
® ceremony attended by members of the English-speaking 
community and representatives of the Spanish government. 
Instead of having a resident surgeon, as was at first intended, 
it has been decided to have a team of medicos de guardia, who 
will take turns in doing duty. These will be Spaniards, as 
Spanish law requires that every doctor practising in Spain 
must have Spanish qualifications. The English matron, 
Miss M, E. D. Wakely, has a staff of three English sisters 
assisted by three Spanish nurses. 

The annual cost of running the hospital is estimated at 
£10,000, and the management committee has in hand sufficient 
funds to pay this for a year. When fully occupied the hospital 
should be almost self-supporting, but an endowment fund is 
being started. Through membership of a hospital association, 
British and American residents in Madrid are entitled to use 
the hospital at half the fees charged to non-members. The 
annual subscription is £3 for a single member, £3 12s. for a 
married couple, and £4 10s. for a couple with children. The 
average hospital fee is £3 12s. for a single room. 





APPOINTMENTS 
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Scottish Health Services Council 


Dr. C. J. Swanson has been appointed chairman of this 
council. He is in general practice at Aberfeldy. 


Polar Medal 


This medal has been awarded to Dr. H. Ellis Lewis and 
Dr. J. P. Masterton, the two medical members of the British 
North Greenland Expedition. 


Oliver Award 


This award for 1954 has been given to Mr. A. F. Leslie 
for his service since 1924 to the Greater London Red Cross 
Blood Transfusion Service, and for giving 126 donations 
of blood. 


Royal National Throat, Nose and Ear Hospital, London 

The National Baby Welfare Council has awarded the Astor 
Shield for 1954 to this hospital for pioneer work in the training 
of deaf children and their mothers, with especial reference to 
the residential hostel opened in Ealing in September, 1953. 


United Nations Student Association 

On Saturday, Jan. 29, at 2 p.m., at the London School of 
Hygiene and Tropical Medicine, Keppel Street, W.C.1, this 
association is holding a conference on World Health. Further 
particulars may be had from the secretary of the association, 
25, Charles Street, W.1. 








CorRRIGENDUM : Diabetes Insipidus with Ureteric Obstruction. 
—In early copies of last week’s issue the third line of the 
article by Dr. E. A. Harris (p. 1262) began: ‘of diabetes 
mellitus ” This should have read: “of diabetes 
insipidus...” 





Prof. Max Rosenheim, Prof. Robert Kellar, Mr. Harold Edwards, 
and Dr. Stanley Mason will leave London by air on Dec. 27 to lecture 
in India under the Colombo Plan Technical Coédperation Scheme. 





Appointments 





CRAMOND, W. A., M.D. Aberd., D.P.M.: whole-time asst. psychiatrist, 
Kingseat Hospital, Newmac har, ‘Aberdeenshire. 

Cross, A. G., M.A., M.D. Camb., F.8.C.S. ophthalmic surgeon, 
Royal National Throat, Nose e> 1 Kar. Hospital, London. 

DILLON, MARIA B., M.B.N.U.L, D.P.B.: asst. M.O.H., Walsall. 

FLEMING, G. M., M.A., M.D. Camb., D.P.H.: M.O., Ministry of 
Education. 

GaRRatTr, F. N., M.B. Birm. Walsall. 

HARVEY, R. M., M.B. teoa., D.L.O.: consultant E.N.T. 


asst. M.O.H., 
F.R.C.S., 


surgeon, hospitals managed by North West 4H.M.c., Northerp 
Ireland. 

Hotioway, J. J., M.B. N.U.L, D.P.H.: asst. M.O.H. and school M.O., 
Nort hampton. 


LATHAM, J. W., M.R.C.S., F.F.A. R.C.S., D.A. : 
Aberdeen general and special hospitals. 

LYELL, ALAN, M.A., M.D. Camb., M.R.C.P. : 
dermatologist, North-Eastern R.H.B., 

NABNEY, J. C., M.A., M.D. Dubl., 
surgeon, Belfast H.M.C. 

PeERSEY, Dorotruy J., M.B. Brist., D.C.H., D.OBST. : 
and child welfare M.o. and school M.o., Derbyshire. 

PRINSLEY, D. M., M.D. Durh.: whole-time asst. chest physician 
and deputy medical superintendent, the Hospital, Middleton- 
in-Wharfedale, near Lkley. 

RANDALL, D. H., M.B. Lond., F.R.C.S. : 
Royal Infirmary Unit, Sheffield: 

REGAN, NORAH, M.D. Mane. : deputy senior M.O., 
service, Manchester. 

ROBERTSON, D. J., M.B. Lond., F.R.C.S. : 
Royal Hospital Unit, Sheffield. 

Smith, C. C., M.B. Durh., D.M.R.D. : 
City General Hospital, Sheffield, and the Barnsley Hospitals. 

STIRLING, J. B., M.B. Glasg., D.A.: Whole-time asst. anesthetist, 
Aberdeen general and special hospitals. 

TayYLor, I. G., M.B. Manc., D.P.H. deputy senior M.o., school 
health servic e, Manchester. 

TONGUE, ., M.D. Manc., D.P.M.: whole-time deputy super- 
intendent, Cheadle Royal Mental Hospital, Cheadle, Cheshire. 


The Hospital for Sick Camere, Great Ormond Street, London : 


whole-time aneesthetist, 
part-time consultant 

Aberdeen. ; 

D.P.M.: consultant plastic 


asst. maternity 


part-time asst. surgeon 
school health 
part-time asst. surgeon, 


whole-time asst. radiologist, 


BEARN, A. R., 7, B. Lond. : house-surgeon 

COHEN, 8. J., M.B. Witw’ stand, M.R.C.P.E. ! house-surgeon. 

JOHNSON, ELIZABETH M., M.B. Lpool, D.C.H., D.OBST.: house- 
physician. 

MATTHEWS, ALTHEA G., M.B. Lond., M.R.C.P., D.C.H.: house- 


physician. 
STEPHENSON, JUNE, M.B. Lpool, D.c.H, 
adworth, Surrey. 
WALKER, C. MacD., 
medical registrar. 
Wess, B. W., M.D. Lond., M.R.C.P., D.C.H. : 


Appointed Factory Doctors: 
Bouton, E. N., M.B. Birm. : 
FRESHWATER, R. T. R., M. B. Bi rm. 
Pirt, G. H., M.B. Lond., F.R.C.8. 
TURTLE, J. B., M.R.C.S., D.OBST. : 
Witson, E. L. L., M.B. Leeds : 


: R.M.O., Tadworth Court, 


M.D. Edin., M.R.C.P.E., D.C.H.: asst. 


asst. medical registrar. 


Christchurch, Southampton. 
Aston, Warwick. 
Lymington, Southampton. 
te, Kent. 
Abersychan, Monmouth. 
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J EL NET is a dressing for all wounds 


— sterile and ready for immediate use 


JELONET non-adherent dressings, a Smith & Nephew product, come to 

you sterilised in tins for immediate use in your surgery. They are also 
packed singly in individually sealed envelopes for use in the patient’s 

home. The non-adherent properties of Jelonet protect the delicate epithelium 
and prevent dressing trauma, enabling healing to continue undisturbed. 


PRESCRIPTION UNDER N.H.S. Jelonet may be prescribed under 

the N.H.S. in the following sizes : — single pieces in envelopes, and in tins 
containing 5, 10 or 36 pieces. Each piece 3}” x 3}”. A special size 

tin containing a strip 8 yards long x 3}” wide, zig-zag folded, is available 
for Hospitals and Surgeries. Every dressing is sterilised 

and ready for immediate use. 


Jelonet PARAFFIN GAUZE DRESSING B.P.C. 


Made in England by 
_ Smith & Nephew Ltd., Welwyn Garden City, Herts. 
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Oil means brainwork ( 


SHELL RESEARCH is one of the big 
brains-trusts of the world. You could 


lita Gadus Unieniy of Arte 
N 


There are seven major Shell research 
laboratories: two in Holland, two in England, 

three in North America; and three agricultural HUY 
research stations: one in England, two in il, 
North America. At last count, the total staff | 
of those ten establishments was nearly 5,000. 
The back-room boys of a great industry. 


The main, perpetual task is to make fuels and 
lubricants provide bigger power and better protection 
to the modern engine in all its forms. But 

Shell Research has also been tackling some of the 
big general problems of the twentieth century. 
Malaria control was one such problem. The jet 
turbine was another. The war against rust, 

the development of selective weedkillers, the 
quantity manufacture of sulphur, the production of 
glycerine, alcohol and detergents from new sources, 
so as to leave all edible fats available for the 

world’s food supplies, the development of plastics 
and synthetic textiles . . . Shell Research has been, is 
and will be working on all these things. 





Shell’s back-room boys are occupied with one of 
the most exciting branches of new knowledge. . . 
the science of hydrocarbons. Shell Research 
improves fuels and lubricants. But it also 
prompts, points and paces the development of 
the brave new world of petroleum chemicals. 
Petroleum chemicals are helping to feed and 
clothe the world, and to cure its sick. 
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PHILIPS 
CARDIOLUXE 


DIRECT-WRITING ELECTROCARDIOGRAPH 


immediately visible records WITHOUT INTERFERENCE 





A portable direct-writing electrocardiograph providing 
an instantaneous record on thermo-sensitive paper. 
Simplicity of operation and positive interference 
elimination ensure a’ perfect record anywhere. 


WHAT HAS 
HAPPENED HERE? Lb & 
By simply rotating a control all i i ; 
interference has been eliminated 
| without need to reposition at j : as ea Ses eee oon 


PHILIPS ELECTRICAL LTD 


ELECTRO-MEDICAL SECTION 
| CENTURY HOUSE - SHAFTESBURY AVENUE - LONDON 























W.c2 
© synthomycetine 
YAtnon y' Lopprlit 
Milame (ITALY) 
capsules An antibiotic with a 
very. wide range of 
009 antibacterial action 
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por sterling guality 
— Seottish Widows’ 


of Ccou'tse. 





THE HALL MARK OF 
STERLING QUALITY IN 
MUTUAL LIFE ASSURANCE 


SCOTTISH WIDOWS’ 
FUND 


Head Office : 
9 St. Andrew Square, Edinburgh, 2 
London Offices : 


28, Cornhill, E.C.3 17 Waterloo Place, S.W.1 








UNTIL 


. 


Your Hernia Patients... 


ULL LL 






can be kept 
comfortable and 
satisfied with the 


‘BROOKS 


RUPTURE 
APPLIANCE 


e Made to measure comfort. 


e Every type of hernia 
individually catered for. 


e Patient measured and fitted 
in one visit. 







‘ es 
. 


‘SCROTAL. 


e Safe and sure order chart 
service for thedistant patient. 





| Appliances supplied under the N.H.S. | 


APPLIANCE COMPANY LTD 
80 Chancery Lane, London, W.C.2. Holborn 4813 
Hilton Chambers, Hilton Street, Manchester |. Central 503! 
66 Rodney Street, Liverpool |. Royal 6548 





UMBILICAL 
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Removed 


THE EASIER WAY 


The removal of wax from the external auditory 
meatus can now be greatly simplified—by the use 
of Cerumol Ear Drops. Cerumol dissolves soft 
cerumen, disimpacts the hard wax plug, and a 
simple wiping or washing out is sufficient to 
remove debris. Cerumol is not injurious to the 
lining of the external auditory meatus or to the 
tympanic membrane. 

Anti-bacterial, safe and efficient, Cerumol is 
an accepted product for use in a large number of 
hospitals and general practices throughout the 
country. It is included in Category No. 4 of the 
Classified List of Proprietary Preparations issued 
by the Ministry of Health, and may therefore be 
prescribed on N.H.S. form E.C.10. 


PACKS :— For Surgery Use: 10 c.c. vial, separate dropper included 
(Basic N.H.S. price 2/8d.). 
For Hospital Use: 2 oz. and 10 oz. bottles. 


CERUMOL 


Regd TRADE MARK 





EAR DROPS 
For the removal of Wax 


Active Constituents per 100 c.c. 


p-dichlorobenzene B.P.C. - - - 2gm 
Benzocaine B.P. - - - - = 2gm 
Chiorbutol BP  - - - + -+- Sgm 
Ol. Terebinth B.P. oi a! oa re, 


Samples of Cerumol will gladly be sent to members of the medical 
profession, on application to the distributors : 


TAMPAX LIMITED 
MEDICAL DEPARTMENT, 110 JERMYN STREET, LONDON, S.W.| 
TELEPHONE: WHitehall 8696 


A PRODUCT OF THE LABORATORIES FOR APPLIED BIOLOGY LTD., LONDON, N.16 
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Development in diathermy 













Improvements suggested by diathermy experience in scores 
of hospitals make the new Marconi Surgical Diathermy an 
instrument of great efficiency and safety. Individual electronic 

circuits are pre-selected by footswitch for cutting or coagulation, 
with independent continuously-variable controls giving maximum 
cutting intensities up to 300 watts. The Cautery-Light unit, with 
three quite separate output circuits, gives adequate power for cautery 

and provides a controlled-voltage supply for surgeons’ and other 





lamps. In the Endoscope circuit, of the ‘intrinsically safe’ type, limiting 
resistors minimise risk due to faults in endoscopes or leads. All three 
circuits are screened and earth-free, ensuring safety and reliability. . 
In a cream enamelled cabinet on rubber-tyred castors, the new TF 972 
Surgical Diathermy is especially compact, versatile and simple to operate, 


[Dec. 25, 1954 


MARCONI instruments 


SPECIALISED ELECTRO-MEDICAL APPARATUS - THERAPEUTIC AND DIAGNOSTIC X-RAYS 





MARCONI INSTRUMENTS LTD - ST. ALBANS - HERTFORDSHIRE - TELEPHONE: ST. ALBANS 6160/9 


30 Albion Street, Kingston-upon-Hull. Phone: Hull Central 16144 - 


19 The Parade, Leamington Spa. Phone: Leamington Spa 1408 


and at; BELFAST - CARDIFF + GLASGOW - LIVERPOOL + NEWCASTLE + SOUTHAMPTON 
Managing Agents in Export: Marconi’s WireLess TELEGRAPH ComMPANyY Ltp., Marconi House, Stranp, Lonpon, W.C.2 


EM 5R 

















You should bank 


with the 


Westminster 





Westminster Bank Limited 
Head Office: 41 Lothbury 
London, E.C.2 






































FIRE FIEND 


FEARS RAPID, RELIABLE 


NU-SWIFT ! 


Unseen by you, the Fire Fiend 
searches everywhere for easy prey. 
Are you well equipped to fight back 
if he picks on you for his next victim? 
Nu-Swift Ltd., 25 Piccadilly London W.1. REG 5724 
In Every Ship of the Royal Navy 








HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

of treatment carried out. Accommodation for Alcoholics and Addicts 

available. Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone: PINNER 234 


A Private Home for the Treatment and Care of Mental and 
Nervous Illnesses in both Sexes. 

A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 
porary or Voluntary status. Modern forms of treatment, 
including psychotherapy, mnarco-analysis, modified insulin, 
occupational therapy, E.C.T., etc. 

DOUGLAS MACAULAY, M.D., D.¥.M. 
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ST. ANDREW’S HOSPITAL (oR.NEFvous AND 
NORTHAMPTON 


PresipEnt: THE EARL SPENCER 
MepicaL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


_ _ This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 
.., This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Menta] and Nervous Disorders by the most modern methods; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 


Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X R 


A . I -Tay oom, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment, It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital trom the farm, gardens, and orchards of Moulton Park. Occupational 


pen is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 
rowing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in Nerth Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 











At all the branches of the Hospital there are cricket grounds, football and hocke 
courts), croquet grounds, golf courses, and bowling greeus. 
provided for handicrafts, such as carpentry, etc. 


: terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in Londen by appointment. 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 


‘ y grounds, lawn tennis courts (grass and hard 
Ladies and gentlemen have their own gardens, and facilities are 








PRESIDENT: THE Riagat Hon. THzE EARL OF DERBY, M.C. 
MepIcaL SUPERINTENDENT: W. V. WADSWORTH, B.Sc., M.B., M.R.C.P., D.P.M. 


This Hospital receives all types of patients who are suffering from psychological and senile illnesses, It has recently been 
extensively re-decorated and central heating has been installed throughout, making it one of the most luxuriously appointed hospitals 
in the country. Private rooms, with special nurses, can be provided. All patients receive very careful and thorough clinical and 
pathological investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. Psychotherapeutic 
treatment is employed in suitable cases. 


Occupational therapy is a special feature of the Hospital and there are excellent facilities for indoor and outdoor recreation— 
tennis, cricket, croquet, badminton, billiards, cinema, television, ete. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal] a life as possible. 

The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 
Glan-y-Don is the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has its own farm and market garden. 


For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 


RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 


Nursing, dietetic, massage, x-ray and laboratory departments Central heating and a lift to all floors 














Inclusive charges Apply SECRETARY Telephone: Ruthin 66 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 








A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach - 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 





THE MEDICAL PROTECTION SOCIETY umirtep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full Particulars from the Secretary (Dr. Alistair French) Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 
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ACADEMIC AND EDUCATIONAL 


SECTION 


ANZSTHETICS 
Connaught, E.17. Sr. H.¢ 


Royal Free, W.C.1. Sr. io. & HH. O.. 


Royal Free Hosp. Group. ae 
St. Leonard’s, N.1. Sr. H.O. 
East Anglian R.H.B. Reg. 
Leeds R.H.B. Reg. . 
Manchester R.H.B. Reg. 


Nottingham Gen. Sr. H.O. or Locum 


Sr. H.¢ 


Portansouth Group HM.C. Sr. H.O. 


Romford. Oldchurch. Sr. H.O 
Warrington Gen. Sr. H.0. 
Warrington Infy. Sr. H.O. 


CASUALTY 
St. Mary Abbots, W.8. Sr. H. 0. 
West London, W.6. Sr. “i. ©.* 


Brighton. Royal Sussex County. 


Hasina, Royal Kast Sussex. 
H.O. 


Hitchin. ’ Lister. ‘HL.O.. 


Maidstone. West Kent ‘Gen. ‘Sr. H.O. 
Norwich. Norfolk & Norwich. 8S 


H.O 
Romford. Olde hurch. Sr. 1.0. 
Rugby. Hosp. of St. Cross. 
H.M.O. 


Shrewsbury, Royal Salop Inty, 


anon U ipton. st o. & Locum H.O. 
Slough. Upton. Sr. H.0. & Locum 


Sr. H.0. 
CHEST AND TUBERCULOSIS 


London Chest, E.2. Jr. H.M.O. . 
North Middlesex. N N.A8, & K dmonton 


Chest Clinic. Sr. 
Plaistow, E.13. Pre- mar HO: 
Kast Anglian R.H.B. Reg. 


Glasgow. Belvidere 1.D. Jr. U.M.O. 


Grimsby. Springfield. Reg 


Maidstone. Preston Hall. Jt ‘HM.O. 


Portsmouth Group H.M.¢ 


Reg 
Reading & Dist. H.M.C. Jr. i. MO. 


Sheffield R.H.B. Cons. 

Ware Park, Herts. Sr. H.C 
Woodford Green, Essex, aria. 
DERMATOLOGY 

Leeds R.H.B. Reg. 


EAR, NOSE, AND THROAT | 
Fulham & Kensington H.M.C. 
St. Charles’, W.10. Sr. FO. 


Birmingham & Midland Kar & Throat. 
Sr. ? 


H.O. or H.0. 


Birmingham United Hosps. ‘Sr. H. 0. 
Ipswich. East Suf:ik & Ipswic 3 .O. 


Liverpool United Hosps. Sr. 
Wolverhampton Group. H.0. 


Australia. Roe smampton, ae vensland. 


--t. Specialist 
GENITO-URINARY 
Leeds R.H.B. Reg. 
gg peng 
John’s, S.W.11. Sr. H. 
Aberdeen Gen. Hosps. nC O.M. 
H.C 


Horne hure h, Es: ex. As St. George's. 


r. HN os - 
wehanhasket RWB. Cons. 
HAEMATOLOGY 


Scottish National Blood Transfusion 


Service. Jr. H.M.O 
MEDICINE 


( ‘entral ee sex, N.W.10. Pre-reg. 
1.0. 
H.0.’s 


Fulham. & Kensington u. M.C. 
Royal Free, W.C.1. Jr. H.M.O. 
St. Lecnard’ ty N.1. H.O. 
Westminster, S.W.1. Reg 


i, Hyde & Glossop "HLM.C. 

Oo 

Bomepataosth & East) Dorset ‘H.M.C. 
H.¢ 


& Pre-reg. H.( 


restos H.M.C. Sr. tf 0. & 4.0.’ 8. 
Epping. St. Margaret’s. Sr. H.O. 
Grantham & — ven Gen. Sr. H.O. 


or Pre-reg. H.¢ 


Haverfordwest. “Perabroke’ County 


War Mem. “ 
Hounslow, Middx. H.O. 


Leamington Spa. War neford Gen. 


Pre-reg. H.O. 
Leeds R.H.B. Reg. .. 
Leeds United Hosps. Sr. 


H.O. 
Liverpool. John Bagot. Jr. H.M.O. 
Lowestoft & North Suffolk. H.O. or 


Sr. H.O. 
Norwich. Norfolk & Norwich. 
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Vacancies 


Pontypridd. Kast yo RA Hi. O.’s 
2 | Portamonth Group H.M.C.  Pre-reg. 
Oo ; 


Romford. Oldchurch. H.O.. 

Romford. Victoria. H.O. . ag 

Scotland. Northern R.H.B. Sr. Reg. 

Sheffield City Gen. H.O. 

Shrewsbury. Royal Salop Infy. /Cop- 
thorne. Pre-reg. H.0. 

Stoke-on-Trent. North Staffs Royal 
Infy. H.O. .. 

Watford & Dist. Peace Mem. H.0.. 

tas 0s ee Kast Riding H.M.C. &r. 


Australia. Rockhampton, Queensland. 
».-t. Specialist 

NEUROLOGY 

National Hosps. for Nervous Diseases, 
W. Re 


eg. ‘ 
w hittington, N.19. Reg 
New York. Albany. Residenc ies 


NEUROSURGERY 
Reon Neurosurgica] Centre, S.E.18. 
Sr. H.0, aie * us 
Romford. Oldchurch. Sr. H.O. 
OBSTETRICS AND GYNZCOLOGY 
Annie McCall Maternity, 8.W.4. H.O. 
Dulwich, S.B.22. Sr. H. 0. abe 
Fulham & Kensington H.M.C. H.O. 
Fulham & Kensington H.M.C. Reg. 
Guy’s & South Kast Met. R.ELB. Sr. 
Reg. Mg aes a: od 
Birmingham. Lordswood Maternity. 
0 


Birmingham United Hosps. H.O. | 
— mouth & East Dorset Hi. a C . 
t 


Bromsgrov eGen. HO: 
Durham H.M.C. Sr. H.O. : 
Kingston, Surrey. Pre-reg. H.O. _- 
Manchester United Hosps. Sr. H.O. 
Pontypridd. Kast Glamorgan. H.0.’s 
Rugby. Hosp. of Bt. Cross & St. 
Mary’s Hosp. H.¢ 
Sheffield. Nether dee. . HO. 
Sheffield R.H.B. Sr. Re: é 
Slough. Upton. Sr. H.0. .. ie 
St. Helens. Feewsence. Hon. P.-t. 
Cons... v2 ‘% 
Stoke-on-Trent. ” City ‘Gen. ‘Sr. H.0. 
Wolverhampton Group. H.O. 
Ww to Trevalyn panne Mate rnity ‘ 
( . 


OPHTHALMOLOGY 
Birmingham & Midland Eye. H.O. .. 
Bradford. Royal Eye & Ear. H.O. |. 
Leeds R.H.B. Regs. .. ; “4 
Manchester U gg d Hosps. Sr. H.O... 
os ay re x Midland Eye Infy. 
Sr. : s 
Oxford i nited Hosps. Sr. H.0. ‘ee 
Shrewsbury. Eye, Ear & Throat. Sr. 
2 6 o Sigel ea “a 3 me 
ORTHOPADICS 
Royal National Orthopedic, W.1. 
Regs ve aa aa am 
Bournemouth, aaa Victoria. Sr. 


Chertse y. St. Pe ter’s. Sr. H.O. o 
Pre-reg. 10 : 63 

Halifax. Royal ‘Halifax Infy. Sr. H.O. 

liford. King George. Sr. H.O. 

Ipswich. Kast Suffolk & Ipswic h. H.0. 

Leeds e. -g B. Re gs. ; 

Leeds. James’s. ‘1.0. 

Sewedeiie, Ww. a * di rson. Ortho- 
peedic. Sr. H.¢ 

Portsmouth Ay H. M.C. H.0. 

Sheffield City Gen. H.O 

Southampton. Royal South ‘Hants. 
Sr. H.O. 

Swansea. Sr. H.O. 


PZDIATRICS 

Central Middlesex, N.W.10. H.O. .. 
Chelmsford. St. John’s. H.O. ee 
Pontypridd. ._East Glamorgan. H.O. 
Portsmouth Group H.M.C. H.O. au 
Portsmouth Group H.M.C. Reg. 
Sheffield City Gen. H.O. 
Stoke-on-Trent. City Gen. H.O. 


PATHOLOGY 

Whipps Cross, E.11. Sr. H.O. 

Bath H.M.C. Sr. H.O. ay 

Bristol. Cossham/Frenc hay ‘H.M.C. 
Sr. H.O. 

Enfield. Chase Farm. Sr. H.O. 

Oxford United Hosps. Reg... 

Romford. Oldchurch. Sr. H.O. 

Sheffield R.H.B. Reg. or Sr. H.O. 


PLASTIC SURGERY 
Salisbury Group H.M.C. Reg. 


J 
ou 


29 | PSYCHIATRY 
National - iaaate for Nervous Diseases, 


eg. 
Jr. H. M. oO. or Loe um 


Mane aeaaken or R. ic B. 


Partiencek Group H. M. Cc 
eee fie ld Unite -d Hosps. 





RADIOTHERAPY 


mM Pots 
“Ie 


Liverpool Radium Inst. 


Fulham . Ker petaston H, M.C, 


weet 


dicen “Mary? ‘8 “(Roe haington), S.wis 


St. Andre w’s, » K 3. 


Cr ee ee 


9 
- 
9 
25 
2 
4 
9 
2 


Nort Devon Infy. 
Barry Avie nt & Surgic a. 
ee: Royal Inty 


Hudde -rsfie a Royal Infy. . 
, Kieeee Hosp. for Sick Child. 


Kidde : minste r & Dist. 
HH 





ne nore ne 
ie RE 


Lowe stort & Pek io. 


bie 


Norfolk . Norwic h. 


Oxford Unite a Hosps., 


Portsinouth Group nh 


Sheffield Git y Ge ne 


Ww indsor. King Edward Vil. 
Ww ‘olve er — 
1.0. 


THORACIC SURGERY 
South E ast Re a3 Thoracic yehceae ry 
0.’ 


, Maryland, U.S.A. 
lin Square ya Inte rnships. 


PUBLIC APPOINTMENTS 
MISCELLANEOUS 


The Terms and Conditions of Service of 
Hospital Medical and Dental Staff apply to 
all N. H. S. hospital posts we advertise, 
Canvassing disquali fic 8, but 
candidates may ane. visit the hospitak 
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Academic and Educational 
UNIVERSITY OF OXFORD 








NUFFIELD GRADUATE ASSISTANT IN PATHOLOGY 

Applications are invited for the post of Graduate Assistant 
in the Department of Pathology, Radcliffe Infirmary, Oxford. 
The successful applicant will have opportunities for research 
in addition to taking part in the hospital work of the various 
laboratories. Salary range £600-£1300 p.a., according to experi- 
ence and pint: wn! Ming plus F.S.S.U. and children’s allowances. 
The salary will be increased in any general revision of university 
salaries. 

Applications, together with the names of 2 referees, should 
be submitted not later than 15th January, 1955, to Dr. A. H. T. 
Ross-SMitTH, Department of Pathology, The Radcliffe Infirmary, 
Oxford. 

“EDINBURGH POST-GRADUATE BOARD FOR 
MEDICINE 
GENERAL SURGERY 

A 3 months course of post-graduate surgery suitable for 
surgeons requiring a refresher course in the current outlook on 
general surgery or for graduates preparing to specialise in 
surgery, starts on 21ST MARCH and 26TH SEPTEMBER, 1955. 
The programme has been reorganised so as to provide codérdi- 
nated clinical and systematic instruction in general surgery wards 
and specialised surgical units in Edinburgh. Fee £31 10s. 

AEDICAL SCIENCES 

A 3 months course in applied anatomy, physiology, pathology, 
bacteriology and biochemistry will begin on 27TH JUNE, 1955. 
This course is suitable for post-graduates wishing to take the 
Primary Fellowship Examination, as a final preparation in 
these subjects. Considerable basic knowledge is highly desirable 
prior to taking this course. Fee £31 10s. d 

2 courses in the Basic Sciences (anatomy, physiology, path- 
ology, including bacteriology) will be conducted by the Fellows 
of the Royal College of Surgeons and others, under the egis 
of the Edinburgh Post-Graduate Board for Medicine. These 
courses, comprising lectures and demonstrations, will begin on 
14TH FEBRUARY and 24TH OCTOBER, 1955, and continue for 10 
weeks. Fee £26 5s. 

INTERNAL MEDICINE 

Courses lasting 12 weeks, suitable for graduates ——- a 
refresher course, or to specialise in medicine, begin on 28TH 
MARCH and 26TH SEPTEMBER, 1955. These courses consist of 
320 hours instruction, comprising lectures, clinical demonstrations 
and ward visits. Fee £31 10s. 

Additional instruction in clinical peediatrics is arranged in 
conjunction with the course in medicine for which there is a 
small fee ; the numbers are limited. 

Applications for enrolment shouid be addressed to the Director 
of Post-Graduate Studies, Surgeons’ Hall, Edinburgh, 8, supply- 
ing particulars of qualifications and post-graduate experience. _ 

~~ BOROUGH POLYTECHNIC 
Borough-road, 8.E.1 

DEPARTMENT OF CHEMISTRY AND FOOD TECHNOLOGY 

HUMAN NUTRITION—ENERGY REQUIREMENTS 

A COURSE OF 10 LECTURES by : 
Dr. O. G. EDHOLME Dr. H. E. MAGEE 
Dr. J. M. Hunt Dr. W. J. BERRY 
on MONDAYS, 6.30—-8.30 P.M., 17TH JANUARY-—218ST MARCH, 1955. 

For further details apply to Borough Polytechnic, Borough- 
road, London, 8.E.1. 

SOCIETY OF APOTHECARIES OF LONDON 


DIPLOMA IN INDUSTRIAL HEALTH 

The next Examination will begin on MONDAY, 4th JULY, 1955. 
The following Examination will be held in December, 1955. 

For Regulations apply Registrar, Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4. *. See ae 
Q@uUY’S HOSPITAL MEDICAL SCHOOL. Applications 
are invited for the post of LECTURER in the Department of 
Bacteriology. Candidates should be medically qualified, and 
preference will be given to those with an Honours Degree in 
a basic medical science. The seniority of the post will depend on 
the qualifications and experience of the person appointed ; 
salary within the range for Junior and Senior Lecturers, with 
superannuation and family allowance. 

Application should be made by 8th Janu , 1955, on a form 
obtainable from the Dean, Guy’s Hospital Medical School, 
London Bridge, S8.E.1. 

UNIVERSITY OF DURHAM. United Newcastle upon 
TYNE HOSPITALS. Applications are invited for the post of 
PROFESSOR OF CHILD HEALTH. The post will carry with 
it an appointment of Consultant status as Honorary Physician 
in the Teaching Hospital Group. Salary in accordance with the 
scale for Clinical Professors with family allowances and F.S.S.U. 

Further particulars may be obtained from the undersigned, 
with whom 20 copies of applications containing names of 3 
persons to whom reference may be made, should be lodged not 
later than 5th February, a Candidates outside the British 

sle y submit 1 copy only. 
nee x r E. M. BETTENSON, Registrar. 

University Office, 46, North-bailey, Durham. 
THE UNIVERSITY OF LEEDS—UNITED LEEDS HOS- 
PITALS. Applications are invited for appointment as SENIOR 
REGISTRAR AND TUTOR IN SURGERY at a salary on the 
scale £1000—£100—£1400 a year. : : : 

Applications (3 copies), stating date of birth, qualifications, 
details of present and previous appointments with dates, and 
experience of teaching, together with the names of 3 referees, 
should reach the Registrar, The University, Leeds,.2 (from 
whom further particulars may be obtained), not later than 
3ist January, 1955. 
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THE UNIVERSITY OF LEEDS. Department of Bacterio- 
LoGy. Applications are invited from medically qualified or 
non-medically qualified candidates for appointment as DEMON- 
STRATOR in the Department of Bacteriology ; the salary 
scales are at present under review. 

Applications (3 copies), stating date of birth, qualifications, 
and experience, together with the names of 3 referees, should 
reach the Registrar, The University, Leeds, 2 (from whom further 
particulars may be obtained), not later than 31st January, 1955. 


UNIVERSITY OF BRISTOL. Technician required for 
histology laboratory. Must have experience in the main branches 
of histological technique and also in photomicrography. Salary 
according to qualifications and experience. 

Apply to the Registrar, The University, Bristol, 8, stating 

salary required. 
UNIVERSITY OF THE WITWATERSRAND, Johannes- 
BURG, SOUTH AFRICA. Applications are invited for appointment 
to the following vacant posts on the staff of the University 
Department of Physiology :— 

(a) 1 SENIOR LECTURESHIP IN PHYSIOLOGY. 

(6) 1 LECTURESHIP IN PHYSIOLOGICAL CHEMISTRY. 
The Senior ayy en | will be in Physiology and the appoint- 
ment calls for a knowledge of human and experimental physio- 
logy, experience in research and, although not essential, a 
medical qualification will be an additional recommendation. 
In the case of the Lectureship in Physiological Chemistry, the 
successful applicant will be required to be a graduate in chemistry 
or the equivalent thereof, and to participate in the teaching of 
oF ey te chemistry. 

he salary scales attached to the posts are :— 
Senior Lecturer : £1100—€50-£1450. 
Lecturer : £850-£50-£1150. 

The initial salary to be paid to the successful applicants will 
be determined in accordance with qualifications and experience. 
In addition, a temporary cost-of-living allowance is paid to 
married men, the present rate being £234 p.a. Duties to be 
assumed on Ist April, 1955, or as soon as possible thereafter. 
An allowance is made towards the cost of travelling expenses. 

Further particulars and information as to the method of 
application may be obtained from the Secretary, Association of 
Universities of the British Commonwealth, 5, Gordon-square, 
London, W.C.1. The closing date for the receipt of applications, 
in South Africa and London, ts 3ist January, 1955. 


Hospital Services : Senior Appointments 


ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of Part-time ASSISTANT RADIOTHERAPIST 
(Senior ——e Medical Officer), from candidates holding the 
Diploma in dioiogy. The successful candidate will be required 
to undertake 3 notional half-days per week, and to commence 
dutiés as soon as possible, 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and Nationa] Health 
Service gradings of present and previous appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitcH, House Governor, by 6th January, 1955. 














MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Whole-time CONSULTANT PHYSICIAN (geriatrics) 
to the Blackburn and _ District Hospital Centre, mainly at 
Queen’s Park Hospital, Blackburn. Good experience in general 
medicine and special interest and experience in the treatment 
and rehabilitation of the chronic sick and higher qualifications 
essential. Appointee required to undertake the domiciliary 
investigation of patients and establish close liaison with general 
practitioners and local health authorities. 5th January, 1955. 

(b) Whole-time Additional CONSULTANT CHILD PSY- 
CHIATRIST, principally at Booth Hall (Children’s) Hospital, 
Manchester, the n centre in the Region. Appointee may 
also be required to undertake clinic duties amounting to about 
3 half-days a week in Salford and Stockport. Wide experience 
and good training essential. 6th January, 5. 

(c) 2. Whole-time RESIDENT ASSISTANT PSYCHIA- 
TRISTS (Senior Hospital Medical Officer), 1 at Whittingham 
Hospital, near Preston (3000 Beds), the other at Lancaster 
Moor Hospital, near Lancaster (2500 Beds). Good accommoda- 
tion (married or single). Candidates should have had consider- 
able experience in psychiatry ; D.P.M. desirable. 7th January, 

955 





vo. 
Application forms from the Senior Administrative Medical 

fficer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time ASSISTANT PSYCHIATRIST at Hartwood Mental 
Hospital, Shotts, Lanarkshire. Salary (at age 32 and over) 
on the scale £1500-£50-£1950. This appointment is subject 

the National Health Service (Scotland) superannuation regula- 


tions. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, not later than 30 days after 
the publication of this advertisement. 


ST. HELENS. PROVIDENCE HOSPITAL. Applica- 
tions invited for post of HONORARY ASSISTANT CON- 
SULTANT GYNACCOLOGIST at above Hospital. The Hos- 
pital has 125 Beds and an Outpatients Department and the 
appointment will be for 2 notional half-days per week exclusive 
of emergencies. 

Applications, giving full details of qualifications and experi- 
ence, and names and addresses of 2 referees, should be forwarded 
to the undersigned not later than Ist January, 1955. 

WILLIAM I. Livesey, Honorary Secretary. 

Providence Hospital, St. Helens. 
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ST. HELENS. PROVIDENCE HOSPITAL. Applica- 
tions invited for post of HONORARY ASSISTANT CON- 
SULTANT RADIOLOGIST at above Hospital. The Hospital 
has 125 Beds and an Outpatients Department and the appoint- 
ment will be for 2 notional half-days per week. 

Applications, giving full details of qualifications and experi- 
ence, and names and addresses of 2 referees, should be forwaréed 
to undersigned not later than Ist January, 1955. 

WILLIAM I. Livesey, Honorary Secretary. 

Providence Hospital, St. Helens. nerset 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time CONSULTANT CHEST PHYSICIAN to be designated 
Physician-Superintendent of Ransom Sanatorium (185 Beds 
With Thoracic Surgical Unit, tuberculosis only). Other duties 
include the active supervision of the Chest Clinic and beds at 
King’s Mill Hospital, Mansfield. & 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Fulwood 
House, Old Fulwood-road, Sheffield. Forms to be returned by 
Sie oeeey, Leow ee + f ey 
AUSTRALIA. ROCKHAMPTON HOSPITAL, Queens- 
LAND, AUSTRALIA. Part-time MEDICAL OFFICERS. Applica- 
tions in writing are invited for appointment for 3 years to the 
pant an part-time specialist appointments at the Rockhampton 
Hospital. 

Physician : 1 session of 3 hours per week divided into an out- 
patient session of 2 hours, and an inpatient session of 1 hour. 
Salary £290 p.a. 

E.N.T. : 1 outpatient session of 3 hours per week and 1 
inpatient session of 3 hours per week. Salary £580 p.a. 

Rockhampton has a population of 40,000 and is the centre of 
a district of 90,000 in population. Further particulars will be 
forwarded upon request. Appointees to be not over 60 years of 





age. 

Applications should be addressed to the Secretary, Rock- 
hampton Hospitals Board, Rockhampton, Queensland. Applica- 
tions close 3rd February, 1955. 

NEW ZEALAND. NORTH CANTERBURY HOSPITAL 
BOARD, CHRISTCHURCH, NEW ZEALAND. RADIOLOGIST 
required. Applications, closing with the undersigned at 9 A.M. 
on Monday, 14th February, 1955, are invited from qualified 
medicai practitioners possessing a recognised qualification in 
Diagnostic Radiology and at least 2 years practical experience 
in this specialty, for duty at Christchurch Hospital, an_acute 
general hospital of 567 established beds and an extensive X-Ray 
Outpatient Service. The position is non-resident, but conditional 
upon a guarantee of at least 2 years service a grant of up 
£120 (N.Z.) will be made towards the cost of steamer fares 
actually incurred in travelling to New Zealand. In the case 
of a married man this concession will be extended to the 
appointee’s wife and each dependent child. In addition an 
allowance will be paid to cover baggage and removal expenses 
to the embarkation port. The salary scale for the position is 
from £1290(N.Z.) p.a., to £1590 (N.Z.) p.a., by £50 annual incre- 
ments, in addition to which a cost-of-living allowance of £62 i0s. 
p.a. will be paid. Schedule of information and conditions of 
appointment are obtainable on request from The New d 
Government Office, 415, Strand, London. 

Applications should be forwarded by air mail and should 
contain full details of age, qualifications, positions held, and 
copies of 3 recent testimonials. 

ALEX PRENTICE, Secretary. 


Hospital Services : Junior Appointments 





CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General Medical 
Department, including hematology and endocrinology. Pre- 
registration appointment. 6 months appointment from Ist 
February, 1955. 

Applications, with 2 testimonials, to Medical Director by 
1st January, 1955. 

FULHAM AND KENSINGTON HOSPITAL MANAGE- 
MENT COMMITT’E. Qualified medical practitioners are invited 
to apply for the following vacancies :— 

a ed Abbots Hospita!, Marloes-road, Kensington, 


3 
HOUSE PHYSICIANS (2 vacancies). Provisionally regis- 
tered candidates eligible. 
HOUSE SURGEONS (2 vacancies). Provisionally registered 
candidates eligible. Appointments recognised for F.R.C.S. 
HOUSE SURGEON (obstetrics and gynecology). Post 
recognised for the M.R.C.O.G. in Obstetrics. 
Metropolitan Ear, Nose and Throat Hospital at 
t. Mary Abbots Hospital 
HOUSE SURGEON (E.N.T.). Post recognised for D.L.O. 
Appointments commence ist February, 1955, are resident 
and limited to 6 months. 
Applications to be submitted by 5th January, 1955, on forms 
obtainable from the Hospital Secretary. 
FULHAM AND KENSINGTON HOSPITAL MANAGE- 
MENT COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the joint appoint- 
ment as REGISTRAR (obstetrics and gynecology), vacant 
23rd March, 1955, at Fulham Hospital, St. Dunstan’s-road, 
Hammersmith, W.6, and Fulham Maternity Hospital, 5/7, 
Parsons-green, 8.W.6. Candidates may visit the hospitals by 
arrangement with the Hospital Secretary, Fulham Hospital. 
Applications (5 copies: required to be completed) to be sub- 
mitted by 7th January, 1955, on forms obtainable from the 
Group Secretary (L.60), Fulham and Kensington Hospital 
ee Committee, 5, Collingham-gardens, London, 


Q@UY’S HOSPITAL AND SOUTH EAST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
to. fill an established vacancy as SENIOR REGISTRAR in 
Obstetrics until 30th September, 1956. The appointment will 
be made jointly by the bodies concerned and will be held in the 
first instance, until 30th*-September, 1955, in the Regional 
Hospital in the Bromley Group and will be renewable for the 
year commencing on Ist October, 1955, at Guy’s Hospital until 
30th ‘September, 1956. The appointment will be in accordance 
with the terms and conditions of service of hospital medical and 
dental staffs (England and Wales). 

Forms of application are obtainable from, and should be 

lodged with, the Superintendent, Guy’s Hospital, S.E.1, not later 
than 7th January, 1955. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Whole-time 
NON-RESIDENT REGISTRAR (general surgery) required 
immediately. 

Applications, stating age, qualifications, experience, names of 
2 referees, to Secretary, B of Governors, by 31st December. 
LAMBETH HOSPITAL, Kennington, 8.E.11 Applica- 
tions are invited from pre-registration and registered medica] 
peootsiionert. for the appointment of RESIDENT HOUSE 

URGEON, vacant on 23rd te ae A 1955. The appointment 
is for 6 months, and is rec ised for the F R.C.S. 

Apply to the Physician-Superintendent. 








ANNIE McCALL MATERNITY HOSPITAL, Jeffrey’s- 
road, S.W.4. Applications are invited from registered Women 
medical practitioners for the post of RESIDENT OBSTETRIC 
HOUSE SURGEON (post recognised for the D.Obst.R.C.O.G.). 
Appointment is for a period of 6 months and is vacant on Ist 
February, 1955. 

Applications, stating age, qualifications with dates and 
nationality, accompanied by copies of 3 recent testimonials, 
sho be sent to the Secretary, Lambeth Croup Hospital 
Ma t Committee, Renfrew-road, 8.E.11. 


DULWICH HOSPITAL, East Dulwich-grove, London, 
S.E.22. Applications invited for appointment as SENIOR 
HOUSE OFFICER (obstetrics and gynecol ). here is an 
association with K College Hospital Medical School for 
teaching purposes. ost vacant from Ist February, 1955. 
Recognised for M.R.C.0.G. examination (obstetrics). 

Apply, stating age, qualifications and experience, with copies 
of recent testimonials or names of 2 referees, to Group Secretary, 
Camberwell Hospital Management Committee, Dulwich Hospital, 
East Dulwich-grove, S8.E.22, not later than 12th January, 1955. 


CONNAUGHT HOSPITAL, Walthamstow, £.17. (118 
‘ Beds.) pees are invited for the post of RESIDENT 
January. 1955: Salary £145 p.m. lees £150 p.a. for board: lodging 
anuary, . Salary -8., less p.a. for board, lo 4 

. Recognised for D.A. ant F.F.A.R.C.S. 

Applications, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, should be sent 
immediately to Sec 
Forest Group, Langthorne-road, London, E.11. 


CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER (pre-registration) -equired in 
Gastro-enterological Department. Appointment for 6 months 
from ist February, 1955. 

Applications, with 2 testimonials, to Medical Director by 
ist January, 1955. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER in Pediatric epartinent. 
Post recognised for D.C.H. Appointment for 6 months from 
lst February, 1955. 

Applications, with a copy each of 2 testimonials, to Medical 
Director by Ist January, 1955. 








tary, Hospital Management Committee, 


LONDON CHEST HOSPITAL. Hospitals for Diseases of 
THE CHEST. sppnoeone are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER in the Tuberculosis Dis- 
pensary at the Hospital. Experience in diagnosis and treatment 
of tuberculosis essential. 

Applications, a age, qualifications with dates, and 
previous appointments held with copies of 3 testimonials, should 
be sent to the undersigned by 22nd January, 1955. 

THOMAS BRowN, House Governor. 

London Chest Hospital, E.2._ 

MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue 
Hampstead, N.W.3. Applications are invited from registe 
medical practitioners for the post of GYNASCCOLOGICAL 
HOUSE SURGEON (radiotherapy). Vacant forthwith. 

Aepertons, with copies of testimonials, to the Medical 

rector. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Appointment of Full-time REGISTRAR (Registrar ing) to 
the Department of Psychological Medicine at the Maida Vale 
Hospital for Nervous Diseases, London, Applicants should 
possess experience in psychological medicine, and a higher 
qualification in general medicine would be an advan 

post offers neurological and psychiatric training facilities. 

Applications, giving the names of 2 referees, to be sent to 

the Secretary at the Maida Vale Hospital, W.9, not later than 
5th January, 1955. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of HOUSE PHYSICIAN at The National 
F spital, Queen-square, W.C.1. This post carries the grade of 
Registrar. The appointment will be for 1 year and will be renewed 
ir exceptional circumstances. 

Applications, with names of 3 referees, to be sent to the 
undersigned not later than Ist January, 1955. 

H. EWarT MITCHELL, Secretary to the Board of Governors. 

The National Hospital, Queen-square, W.C.1. 








ROYAL NORTHERN HOSPITAL, Holloway, London, N.7. 
Applications are invited for the post of HOUSE SURGEON, 
vacant 4th February, 1955. Preference given to pre-registration 
candidates. Recognised for F.R.C.S 

Applications to 
January, 1955. 


be sent to the Hospital Secretary by 4th 
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NORTH MIDDLESEX HOSPITAL, N.18, AND EDMON- 
TON CHEST CLINIC. SENIOR HOUSE OFFICER (tuberculosis), 
resident, required for 18th January, 1955. 6 months appointment 
with possible extension to 1 year. Dutie s at above Hospital and 
Clinic, medical and surgical, under the direction of Chest Physician 
and Thoracic Surgeon. Further details on request. 

Applications, stating age, nationality, qualifications, experi- 
ence, together with copies of recent testimonials and/or names 
of 2 referees, to Secretary of Hospital, immediately. 


PLAISTOW HOSPITAL, Samson-street, Plaistow, Lon- 
don, E.13. (185 Beds.) Applications are invited for the appoint- 
ment of RESIDENT HOUSE PHYSICIAN (pre-registration 
second post) for 6 months commencing 5th February, 1955. in 
the Chest Unit and Infectious Diseases Unit at this Hospital. 
The position offers valuable experience in both groups of diseases 
and is particularly useful to candidates sitting for the M.R.C.P. 
examinations. 

Applications to M. HUNTLEY, 
Group Hospital eames ment 
E.15, by 5th January, 1955. 


QUEEN MARY’S (ROEHAMPTON) HOSPITAL, London, 
8.W.15. (501 Beds.) SURGICAL REGISTRAR required for 
whole-time duty at above War Pensioners’ Hospital. National 
Health Service terms and conditions of service. 

Detailed applications, giving nationality, date of birth, 
qualifications and experience, including present appointments 
and the names of 3 referees, should reach Ministry of Health, 
Hospital Management Branch, Norcross, Blackpool, Lancashire, 
by 15th January, 1955. 


ROYAL FREE HOSPITAL. Applications are invited for 
the post of JUNIOR RESIDENT ANACSTHETIST. Applicants 
must be registered medica) practitioners of not more than 10 
years standing. The appointment is for 6 months, duties to 
commence on Ist March, 1955. Salary in accordance with the 
Ministry of Health scale for House Officers. 

Application forms may be obtained from the Secretary to the 
Board of Governors, the Royal Free Hospital, Gray’s Inn-road, 
London, W.C.1, to whom they should be returned not later than 
4th January, 1955 
ROYAL FREE HOSPITAL. Applications are invited for 
the post of SENIOR RESIDENT ANASSTHETIST. Applicants 
must be registered medical practitioners of not more than 10 
years standing. The appointment is for 6 months from Ist 
March, 1955, with duties at the North-Western Branch and 
Hampstead General Hospital. Salary in accordance with the 
Ministry of Health scale for Senior House Officers. 

Application forms may be obtained from the Secretary to the 
Board of Governors, the Royal Free Hospital, Gray’s Inn-road, 
London, W.C.1, to whom they should be returned not later 
than 4th January, 1955. 


ROYAL FREE HOSPITAL. Applications are invited for 
the post of RESIDENT MEDICAL OFFICER to work at the 
Lawn Road Branch of the above Hospital. Terms and conditions 
of service in accordance with the Junior Hospital Medical Officer 
seale. Duties, which are for 1 year in the first instance, to 
commence on Ist February, 1955. 

Application forms may be obtained from the Secretary to the 
Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, to whom they should be returned not later than 4th 
January, 1955. 

ROYAL FREE HOSPITAL GROUP. 


Group Secretary, West Ham 
Committee, Stratford, London, 


Applications are 


invited from Men and Women medical practitioners for the 
appointment of ANASSTHETIC REGISTRAR (resident). 


Applicants should possess the D.A. qualification. The appoint- 
ment is for 1 year in the first instance, duties to commence on 
Ist March, 1955, Salary and conditions of service in accordance 
with the terms and conditions laid down by the Ministry of 
Health for Registrars. 

Application forms may be obtained from the Secretary to the 
Board of Governors, Royal Free Hospital, Gray’s Inn-road, 

’.C.1, to whom they should be returned not later than 4th 
Same , 1955. Ce ssi 2 
ROYAL MASONIC HOSPITAL, Ravenscourt Park, W.6. 


RESIDENT SURGICAL REGISTRAR vacancy ‘on 28th 
February, 1955. Gross salary £850 (residential emoluments of 
£130 deductible). 


Please state age, qualifications, past and present appointments, 
and include 2 recent testimonials and the names of 2 referees. 
Applications should reach the Secretary and House Governor 
(from whom further information may be obtained) on or before 
17th January, 1955. 


ROYAL NATIONAL ORTHOPZADIC HOSPITAL, 234, 
Great Portland-street, London, W.1. Applications are invited 
for the appointment of ORT HOPADIC REGISTRAR (full- 
time), non-resident (2 vacancies). Preference will be given to 
candidates with a higher surgical qualification. 

Applications to be received not later than 12th January, 1955. 
Forms of application can be obtained from the House Governor 
at 234, Great Portland-street, London, W.1. 


REGIONAL NEUROSURGICAL CENTRE. 
BROOK GENERAL HOSPITAL, Shooters Hill-road, 8.E.18. SENIOR 
HOUSE OFFICER (neurosurgery), vacant Ist February. Post 
recognised for F.R.C.S. and provides excellent opportunity for 
training in neurology. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 
S.E.18. 


(66 Beds.) 


SOUTH EAST REGIONAL THORACIC SURGERY 
unit. (46 Beds.) BROOK GENERAL HOSPITAL, Shooters Hill- 
road, S.E.18. SENIOR HOUSE OFFICER. 2 posts vacant 
mid-January, recognised for F.R.C.S. 6 months appointments 
and may be renewed for a further period. The Unit treats all 
types of chest diseases and offers opportunity for comprehensive 
training in thoracic surgery. 

Apply to Group Secretary, Woolwich, 
S.E.18. 


Memorial Hospital, 
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ST. ANDREW’S HOSPITAL, Bow, E.3. Applications 
are invited for = appointment of HOUSE SURGEON (recog- 


nised for F.R.C. and Pre-registration Service) vacant on 
8th January, 1955. ’ 
Applications, stating age and qualifications, should be sent 


immediately to the Medical Superintendent, St. Andrew’s 


Hospital, Bow, E.3. 

ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (E.N.T., plastic, orthopedic, ophthalmology, &c.), 


resident or non-resident. 

Applications, stating age. qualifications, 
with names and addresses of 2 referees, 
Hospital Secretary immediately. 


ST. GEORGE’S HOSPITAL, S.W.1. Applications are 
invited for the whole-time post of RADIOLOGICAL REGIs- 
TRAR. This is a non-resident post, and candidates should 
possess a radiological qualification. Candidates should be pre- 
aq to take up duty as soon as possible after Ist February, 
+t] 0 

Applications, giving details of age, education, qualifications, 
experience, and the names of 2 referees, should reach the under- 
signed not later than 8th January, 1955. 

P. H. CONSTABLE, House Governor. 
ST. JOHN’S HOSPITAL, St. John’s Hill, S.W.11. Senior 
HOUSE OFFICER. Duties mainly in Geriatric Department, 
with some orthopedic werk. Post offers excellent experience 
in these 2 fields. Particularly suitable for one working for 
higher qualifications. 

Apply Medical Superintendent, 

testimonials 
ST. LEONARD'S HOSPITAL, Nuttali-street, London, 
N.1. (192 Beds.) Applications are invited for the post of 
RESIDENT ANASTHETIST (Senior House Officer) with 
additional duties in the Group. The post is recognised for the 
D.A. Good opportunities will be given to study for higher 
qualifications. 

Applications, with 2 recent testimonials, to the 

Secretary, by Ist January, 1955. 
ST. LEONARD’S HOSPITAL, Nuttali-street, London, 
N.1. (General—182 Beds.) Applications are invited from 
registered or provisionally registered practitioners for the post 
of HOUSE PHYSICIAN for 6 months commencing 9th Janu- 
ary, 1955. 

Applications, with 2 recent testimonials, to be sent to the 
Hospital Secretary by Ist January, 1955. Applications may be 
sent in, pending qualifying examination results being known, 
and provided these are available at the date of interview which 
will be approximately first week in January. 

ST. LEONARD’S HOSPITAL, Nuttall-street, London, 
N.1. (General—182 Beds.) Applications are invited from 
registered or provisionally registered practitioners for the post 
of HOUSE SURGEON for 6 months commencing 9th January, 


1955. 
Applications, with 2 recent testimonials, to be sent to the 
Applications may be 


experience, 
to be 


together 
forwarded to 


with copies of 2 recent 


Hospital 


Hospital Secretary by Ist January, 1955. 
sent in, pending qualifying examination results being known, 
and provided these are available at the date of interview which 
will be approximately first week in January. 


ST. MARY ABBOTTS HOSPITAL, Marloes-road, 
sington, W.8. FULHAM AND KENSINGTON HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (Casualty Officer), 
resident or non-resident, required 10th January, 1955. Post 
recognised for F.R.C.S. (Eng.). Candidates may visit the 
Hospital by arrangement with the Surgeon-Superintendent. 

Applications to be submitted by 31st December, 1954, on 

forms obtainable from Hospital Secretary (L.61). 
WEST LONDON HOSPITAL, Hammersmith-road, 
London, W.6. 2 RESIDENT CASUALTY OFFICERS (Senior 
House Officer grading) required for 6 months from 12th 
February. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary by 3rd January. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post of MEDICAL REGISTRAR for 
1 year in first instance from 10th January, 1955. 

Applications (5 copies), with names of 2 referees, 

Governor by 3rd January, 1955. 
WHIPPS CROSS HOSPITAL, E.11. Leytonstone (No. 10) 
HOSPITAL GROUP. Applications are invited for the resident post 
of SENIOR HOUSE OFFICER in Pathology at above Hospital 
which fails vacant on 15th February, 1955. 

Application forms from the Hospital Secretary, Whipps 
Cross Hospital, London, E.11, to be returned by not later than 
8th January, 1955. 
WHITTINGTON HOSPITAL, 
MEDICAL REGISTRAR (neurological and general) required 
at above Hospital. Unit contains && beds and is associated with 
Neurosurgical Unit. Post recognised for M.D. (London). 
Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable by 2nd 
January, 1955, to, the Group Secretary, Archway Group Hos- 
aw Management Committee, 46, Cholmeley-park, Highgate, 


Ken- 


to House 


Highgate Hill, N.19. 


ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. WOODEND GENERAL HOSPITAL (GLENBURN WING). 
(160 Beds.) Applications are invited for the appointment of 
SENIOR HOUSE OFFICER in Geriatrics at the above Hospital, 
to commence duty at the beginning of January. The appoint- 
ment, which is resident, is subject to the conditions of service 
issued by the Department of Health for Scotland. 

Applications, with the names of 2 referees, should be lodged 
with the Secretary, Aberdeen General Hospitals, 62, Queen’s- 
road, Aberdeen, within 14 days of the appearance of this 
advertisement. 
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ACCRINGTON. VICTORIA HOSPITAL. (112 acute 
beds.) HOUSE SURGEON required early in February, 1955. 
Recognised for pre-registration purposes and for F.R.C.S. 

Apply to Secretary, Blackburn and District Hospital Manage- 

ment Committee, Hospital Management Ccmmittee Office, 
Royal Infirmary, Blackburn, Lancs. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MAN- 
AGEMENT COMMITTEE. 2 HOUSE PHYSICIANS required at 
Ashton-under-Lyne General Hospital. 1 post vacant January, 
1 vacant February, 1955. Preference will be given to pre- 
registration e oplicants. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 3 testimonials, should be 
forwarded to the Group pg po Ashton-under- Ly ne General 
Hospital, Ashton-under-Lyne, Lanes, as soon as possible. 
BARNSTAPLE. NORTH DEVON INFIRMARY. (110 
Beds.) HOUSE SURGEON (pre-registration) required. Post 
vacant Ist February, 1955. 

Applications to Group Secretary, 19, Alexandra-road, 
Barnstaple. ee 
BARRY ACCIDENT AND SURGICAL HOSPITAL. 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER required immediately at above Hospital. Staffed 
by whole-time Consultant Surgeon and Senior Casualty Officer. 
Excellent experience given in general surgery. 

Form of application from Group Secretary, Cardiff Hospital 

Management Committee, 44, Cathedral-road, Cardiff. 
BATH HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited from registered medical practitioners for 
post of RESIDENT PATHOLOGIST (St. Martin’s Hospital). 
The post affords experience in general clinical pathology and 
post-mortem work at St. Martin’s Hospital and Area Central 
Laboratory, Bath, with duties connected with Area Blood Bank, 
Bath, and the Regional Blood Transfusion Service, Bristol. The 
post is graded Senior House Officer. Commencing date 14th 
March, 1955. 

Applications, stating age, qualifications, and experience, with 
names of 3 referees, should be forwarded to Group Secretary, 
Manor Hospital, Combe Park, Bath, by 15th January, 1955. 
BEDFORD GENERAL HOSPITAL. (4237 Beds.) 3 
RESIDENT HOUSE SURGEONS (pre-registvacion) required 
in December and January. The appointments offer exceptional 
opportunity for general experience in a busy acute Surgical 
Unit. 

Applications, stating age, nationality, qualifications, previous 
appointments, together with copies of 2 recent testimonials, 
should be forwarded to Group Sccretary, Bedford Group Hos- 
pital Management Committee, 3, Kimbolton-road, Bedford. 


BIRMINGHAM AND MIDLAND EAR AND THROAT 
HOSPITAL, Edmund-street, BIRMINGHAM, 3. Required, SENIOR 
HOUSE OFFICER or HOUSE OFFICER (including pre- 
registration), according to experience. 

Detailed applications, with copies of 2 recent testimonials, to 
the Secretary, Dudley Road Hospital, Birmingham, 18 


BIRMINGHAM AND MIDLAND EYE HOSPITAL, 
Church-street, BIRMINGHAM, 3. HOUSE SURGEON required. 
Appointment for 6 months, but renewable. Hospital carries 
resident staff of 5 and provides a 2-year course of instruction 
recognised for the D.O. (England) and F.R.C.S, (England) 
in Ophthalmology. Wide experience available in all branches, 
including surgery. 

Detailed application to Secretary, Dudley Road Hospital, 
Birmingham, 18. - 
a agg eet me LORDSWOOD MATERNITY HOS- 

AL, Lordswood-road, BIRMINGHAM, 17. RESIDENT 

OBSTETRIC HOUSE OFFICER. Commencing mid-February. 
33 beds dealing with normal and abnormal midwifery. Recog- 
nised for D.Obst.R.C.0.G. and as a _ pre-registration post. 
Second period training school for pupil Midwives. 

Applications to Obstetrician not later than &th January, 1955. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM MATERNITY HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT OBSTETRIC HOUSE SURGEON vacant Ist 
March, 1955. The appointment is recognised for the M.R.C.O.G. 
Application forms obtainable from the House Governor, The 
Birmingham and Midland Hospitals for Women, Showell Green- 
lane, Sparkhill, ' Samat 11, to be returned not later than 
Ist January. 1955 PHALP, Secretary. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (E.N.T. Department), non- 
resident, for duties within the United Hospitals. The post is 
tenable for 1 year. Some previous experience in the specialty 
desirable. 

Forms of application may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned by 15th January, 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (492 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of SENIOR HOUSE OFFICER (resident), 
orthopeedic and casualty combined. Post vacant Ist January, 
1955, is recognised for the F.R.C.S. examination and is tenable 
for 12 months. 

Applications to the Deputy Hospital Secretary. 
BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. HOUSE PHYSICIANS. 2 required— 
1 pre-registration post vacant on Ist February, 1955, for duties 
at the Poole General Hospital, Poole non-pre-registration 
post for duties at the Alderney Hospital, Parkstone, and Poole 
General Hospital, the latte resident at Alderney Hospital. 

Applications for both posts to the Hospital Secretary, Poole 
General Hospi 











BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the appointment 
of GROUP REGISTRAR in Obstetrics and Gynecology for the 
above Hospital Group, which includes 142 obstetrical and 
gynecological beds within its 2 major hospitals and their associ- 
ated minor hospitals. The work is conducted mainly at the 2 
major hospitals of the Group, viz. : Royal Victoria, Bourne- 
mouth and Poole General, Poole. The successful candidate will 
be required to reside at the Poole General Hospital. 

Forms of application, obtainable from the Group Secretary, 

Hospital Management Committee Office, Royal Victoria Hos- 
pital, Gloucester-road, Boscombe, should be returned to him, 
duly completed, within 10 days of the appearance of this 
advertisement. 
BOLTON. THE ROYAL INFIRMARY. (237 Beds.) 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT COMMITTER. 
RESIDENT SENIOR HOUSE OFFICER in Surgery, vacant 
26th December, tenable for 12 months and recognised for 
F.R.C.S. Married quarters available, if required. 

Applications, stating age, nationality, qualifications, experi- 

ence, and the names of 2 referees, to Group Secretary, The 
Royal Infirmary, Bolton. 
BRADFORD. ROYAL EYE AND EAR HOSPITAL. 
HOUSE SURGEON (ophthalmology), vacant now. Recognised 
for D.O.M.S. and F.R.C.S. Salary according to Whitley Council 
(M.D.B.) rates. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford Royal 
Infirmary. us sae 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) CASUALTY HOUSE SURGEON (1 of 3). Duties 
include work in Orthopedic and Traumatic Unit. Recognised 
for pre-registration and F.R.C.S. Vacant beginning of January. 

Applications, stating usual particulars and naming 2 referees, 

to the Administrative Officer. 
BRISTOL. COSSHAM FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. SENIOR HOUSE OFFICER in Pathology 
required Ist March, 1955, at Frenchay Hospital (513 Beds— 
General Medicine, General Surgery and Thoracic, Neurosurgical 
and Plastic Units for the South West). Post may be resident or 
non-resident but residence essential when on call. It provides 
training in all branches. of clinical pathology and laboratory 
is recognised for Diploma in Pathology. Some duties in connec- 
tion with the Regional Blood Transfusion Service. 

Detailed applications, quoting 2 referees, should reach the 

Group Secretary, Frenchay Hospital, Bristol, by 30th December, 
1954. 
BROMSGROVE GENERAL HOSPITAL. (423 Beds.) 
HOUSE OBSTETRICIAN required at the above Hospital, at 
present 38 maternity beds. Salary £425-£525 according to 
experience. Post vacant mid-February. 

Applications, with the names of 3 referees, to Hospital 

Secretary. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL 
Wrythe-lane. Applications are invited from registered anc 
provisionally registered practitioners for the following recognised 
pre-re gistration posts :— 

(1) HOUSE SURGEON (general surgery with E.N.T. 

duties), vacant early March. 

(6) HOUSE SURGEON (geueral surgery with duties in 

genito-urinary), vacant mid-February. 

Applications, stating age, qualifications, &c., with copies 
of recent testimonials and the names of referees, should be sent 
to the Secre tary, St. Helier Hospital, Carshalton. — 


CHELMSFORD. ST. JOHN’S HOSPITAL. ~ Applications 
are invited from registered practitioners for the post of RESI- 
DENT PADIATRIC HOU oon OFFICER (Male or Female), 
commencing 10th Sopneey 955, to work in the Peediatric Unit 
of the Chelmsford Hospital Group. The Unit includes a Pre- 
mature Baby Nursery of 10 cots and a Neo-natal Department in 
the Maternity Block of the Hospital. The department is recog- 
nised for the D.C.H. : 

Applications, stating age, nationality, qualifications and 
experience, together with recent testimonials should be 
received not later than 30th December by the Secretary, 
Chelmsford Hospital Management Committee, Chelmsford and 
Essex Hospital, London- road, Chelmsford. 


CHEPSTOW. CHEST UNIT, MOUNT PLEASANT 
HOSPITAL. (150 Beds.) SENIOR HOU SE OFFICER required 
for new Thoracic Surgery Unit now opening. Salary £745, less 
£130 board-residence. Also resident are a Senior Hospital Medical 
Officer and a Junior Hospital Medical Officer. Successful can- 
didate will receive thorough training in specialty. 

Write, quoting 2 referees, to— 

T. A. JoNEs, Group Secretary. 

64, Cardiff-road, Newport, Mon. 

CHERTSEY, SURREY. ST. PETER’S HOSPITAL 
(late Botleys Park War Hospital). (430 Beds.) ORTHO- 
PAZDIC HOUSE SURGEON required from 28th December, 
Senior House Officer or House Ufticer (Intern grade). Post 
recognised for F.R.C.S. for pre-registration internship. Prefer- 
ence will be given to provisionally registered candidates. Salary 
- accordance with terms and conditions of Nationa! Health 
ervice. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. 

OLIVER PLUNKETT, Physician-Superintendent. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (188 
Beds.) Applications are invited for the post of HOUSE OFFICER 
(surgical), first, second, third, or pre-registration post ; tenable 
for 6 months. 

Applications, with co ve of 3 testimonials, to the Group 
Secretary, Colchester Hospital Management Committee, 14, 


Pope’s-lane, Colchester, Essex. 
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COULSDON, SURREY. NETHERNE HOSPITAL. 
Applications are invited for the post of REGISTRAR. All 
modern forms of treatment are carried out in this Hospital 
(2000 Beds) and Outpatient Departments. The Hospital is 
recognised for the D.P.M. The Pugeicten Oaperiutendort will 
give further information or arrange for the Hospital to be visited. 

Forms from Secretary without. delay. 

DURHAM HOSPITAL MANAGEMENT COMMITTEE. 
Dryburn Hospital, Durham (309 Beds) 

HOUSE OFFICER (general medicine ). Post vacant Ist 
February, 1955. Recognised for pre-registration purposes. 

HOUSE OFFICER (general surgery cm Post vacant ist 
February, 1955. Recognised under F.R.C.S. regulations and for 
pre-registration purposes. 

SENIOR HOUSE OFFICER (gynecology). 
Ist February, 1955. 

General Hospital, Chester-le-Street (207 Beds) 

HOUSE OFFICER (general medicine). Post vacant Ist 
February, 1955. Recognised for pre-registration purposes. 

SENIOR HOU V7 OFFICER (general medicine). Post vacant 
ist February, 195: 

HOUSE OFFIC ‘ie R (general surgery). Post vacant Ist Feb- 
ruary, 1955. Recognised for pre-registration purposes. 

SENIOR HOU SE OFFICER (general surgery). Post vacant 
early January, 1955. 

Applications, with names of 2 referees, 
Dryburn Hospital, Durham. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

(1) MEDICAL REGISTRAR at Foxhall Hospital, Ipswich 
(formerly Ipswich Sanatorium) (102 Beds). Duties include 
work in the Thoracic Surgical Unit and in the Ipswich Chest 
Clinic. A house is available. Appointment for 1 year, renewable 
for second year. Candidates invited to visit the Hospital by 
direct arrangement with the Hospital Management Committee 
Secretary, East Suffolk and Ipswich Hospital. 

(2) ANASSTHETIC REGISTRAR, United Norwich Hos- 
pitals. Post provides wide experience and recognised for D.A. 
and F.F.A.R.C.S. Appointed for 1 year, renewable for second 
year. Candidates invited to visit the hospitals by direct arrange- 
ment with Hospital Management Committee Secretary, Norfolk 
and Norwich Hospital. 

Applications, stating age, experience, and the names, of 3 

referees, to Secretary of Board, 117, Chesterton-road, Cambridge, 
by 3rd Janvary, 1955. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Appoint- 
ment of RESIDENT HOUSE SURGEON (second or third post), 
vacant 11th February, 1955. Duties with General Surgical Unit 
which includes some orthopedics. 6 months appointment. Post 
recognised by the Royal College of Surgeons. 

Applications, with the names and addresses of 2 referees, to 

the Secretary of the Management Committee. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of RESIDENT PATHOLOGIST 
(Senior House Officer grade) for duties in the Area Laboratory 
and at other hospitals in the Group. The Area Laboratory is 
recognised for the Diploma of Pathology of the Royal Colleges 
of Physicians and Surgeons. Further information can be 
obtained from the Senior Pathologist. Appointment tenable 
for 1 year. 

Applications, with the names of 2 referees, to the Secretary 

of the Management Committee at Chase Farm Hospital by 
3ist December, 1954. 
EPPING. ST. MARGARET'S HOSPITAL. 
RESIDENT SENIOR HOUSE OFFICER (medicine). Post 
vacant ist February, 1955. Duties mainly general medical. 
Experience in peediatrics desirable. Salary on national scale, 
less deduction for board, lodging, &c. 

Applications, with copies of 2 recent testimonials, to reach the 
Group Secretary, Epping Group Hospital Management Com- 


Post vacant 


to Group Secretary, 





(485 Beds.) 


mittee, St. Margaret’s Hospital, Epping, Essex, by 31st 
December, 1954. AA oe eS ee Rey eS 
GLASGOW. BELVIDERE INFECTIOUS DISEASES 
HOSPITAL. JUNIOR HOSPITAL MEDICAL OFFICER 


(tuberculosis). 
culosis wards. 
Apply in writing, giving 3 names for reference, to the Secretary 
and Treasurer, Board of Management for Glasgow Royal 
Infirmary and Associated Hospitals, 135, Buchanan-street, 
Glasgow, C.1. 
GRIMSBY GENERAL HOSPITAL. (238 Beds.) Grimsb 

HOSPITAL MANAGEMENT COMMITTEE. Applications are invite 

for the oy of JUNIOR (pre-registration) or SENIOR HOUSE 
OFFICER (surgical), vacant from 26th January, 1955. 

Applications, with names of 2 referees, to Hospital Secretary, 

Grimsby General Hospital. 
GRIMSBY. SPRINGFIELD HOSPITAL. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
or NON-RESIDENT REGISTRAR (chest and _ infectious 
diseases) required. Single accommodation only available. There 
is a Thoracic Unit at the Hospital. Some clinic work would be 
undertaken under Consultant supervision. Appointment for 1 
year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheftield, by 3rd January 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
HOUNSLOW HOSPITAL, Staines-road, Hounslow, 
MIDDLESEX. (General acute—81 Beds.) Applications are 
invited for the appointment of RESIDENT HOUSE PHYSI- 
CIAN. Recognised pre-registration appointment for 6 months. 
Vacant 10th February, 1955. Preference will be given to persons 
seeking post for pre-registration under Medical Act, 1950. 

Applications, stating qualifications and age, with copies of up 
to 3 recent testimonials,.or names for reference, to the Hospital 
Secretary. 


Post at above Hospital, for work in the tuber- 





(210 Beds.) 
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GRANTHAM AND KESTEVEN GENERAL HOSPITAL. 
117 Beds.) RESIDENT HOUSE PHYSICIAN (Senior House 
ficer or pre-registration intern). General medical and 

pediatric. Post vacant 7th February, 1955. 

Applications, with full details, and names of 2 referees, to 
Secretary, 101, Manthorpe-road, Grantham. 
HALIFAX. ROYAL HALIFAX INFIRMARY. Senior 
HOUSE OFFICER required for duty in the Orthopedic and 
Casualty Departments under the supervision of the Senior 
Hospital Medical Officer. Post recognised for F.R.C.S. and 
vacant 30th December. Salary £745 p.a., with deduction of £130 
p.a. for board, lodging, &c. 

Applications to Group Secretary, 
Halifax. 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 

Beds.) SENIOR HOUSE OFFICER (casualty and orthopedic), 

post vacant 26th January, 1955. National scale of salary. 

Apply to Hospital Administrator. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds. Recognised for Pre-registration 
Service.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE. 
Leomemttalad are invited for the post of RESIDENT HOUSE 
OFFICER (medical). Salary £425, £475, or £525 p.a., according 
to experience (plus special grant of £50 p.a.), less £125 p.a. 
for residential emoluments. 

Applications, stating age, qualifications, experience and 
nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds. Recognised by. the Royal 
College of Surgeons and a pte cen ga Porat ice.) WEST 
WALES HOSPITAL MANAGEMENT Applications are 
invited for the post of RESIDENT HOU SE ‘OFFIC: ER (surgical). 
Salary £425, £475, or £525 p.a., according to experience (plus 
special grant of £50 p.a.), less £125 p.a. for residential emoluments. 

Applications, stating age, qualifications, experience and 
nationality, with names and addresses of 3 referees, to Group 
ee West Wales Hospital anngemnent Committee, 
Glangwili, Carmarthen. 

HERTFORD COUNTY HOSPITAL. (Situated 21 miles 

from London.) Applications are invited from registered medical 

practitioners for the appointment of a Whole-time Temporary 

REGISTRAR (surgical) to commence on or abcut Ist January, 

1955. Salary at the rate of £850/£965 p.a., according to service 

in the grade. 

Applications, giving full details, together with copies of recent. 
testimonials or the names of referees, to Group Secretary, 
Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for the 
appointment of HOUSE SURGEON (general—first, second, or 
third post), to commence 2Iist January, 1955. Pre-registration 
post ; recognised under F.R.C.S. regulations. 

Applications to Group Secretary, Hertford Group Hospital 
one Committee, Hertford County Hospital, Hertford, 

erts. 

HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 

Applications are invited for the post of HOUSE SURGEON for 
Accident Service, including Orthopedic Department, vacant. 
12th January, 1955, and tenable for 6 months. Recognised as 

pre-registration post. 

Applications, stating age, nationality. qualifications, and 
experience, together with ecpies of 3 recent testimonials, to be 
sent to the Medical Administrator, immediately. 
HORNCHURCH ESSEX. ST. GEORGE’S HOSPITAL. 
JUNIOR HOSPITAL MEDICAL OFFICER (resident) required 
early in January, 1955, at this Hospital which accommodates 
339 chronic sick patients. The post offers excellent geriatric 
experieuce. 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford, as soon as possible. tome | Enea ag aL eke 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty on Ist February, 1955. 
The post is recognised as a pre-registration appointment. Salary 
in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

__ The Royal Infirmary, Huddersfield. 

HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 

phen ee mee HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 

lications are invited for the post of HOUSE SURGEON 

Pin is now vacant. 6-monthly term ; counts towards the 
dD. C.H. qualification. Salary according to national scale. 

Replies, with testimonials, to be sent to the Hospital Secretary. 
ILFORD. KING GEORGE HCSPITAL. (General Hos- 
pital—215 Beds.) There is a vacancy for a SENIOR HOUSE 
OFFICER (Orthopedic Department) at the above Hospital. 
Salary will be at the rate of £745 p.a., less emoluments. 

Applic ‘ants should have been registered not less than 1 year 
and should send applications, accompanied by copies of 3 
testimonials, to the undersigned within 7 days of the appearance 
of this eevee 








Royal Halifax Infirmary, 











. F. HARRIS, Secretary, 

Tiford and Barking Group Hospital Management < Committee. 
King George Hospital, Iford. intel i ite 
TPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (369 Beds.) Applications are invited for the post o 
HOUSE SURGEON to the Fracture and Orthopedic Depart 

ment. Approved pre-registration post. 
Applications, with copies of recent testimonials, to the 
Hospital Secretary. 24 
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IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the E.N.T. and Ophthalmic Departments, vacant 
on 25th January, 1955. The post is recognised for pre-registration 
and for the D.L.O. examination. 

Applications, giving full particulars and copies of recent 

testimonials, to the Hospital Secretary. 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. (112 Beds.) HOUSE SURGEON required at the above 
Hospital. Post vacant Ist January, 1955. Salary £425-£525, 
according to experience. 

Applications, with the names of 3 referees, to the Hospital 
Secretary. i 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. (112 Beds.) HOUSE SURGEON (pre-registration), 
required at the above Hospital. Post vacant Ist January, 1955. 

Applications, with the names of 3 referees, to the Hospital 

Secretary. 
KINGSTON HOSPITAL, Wolverton-avenue, ~ Kingston 
UPON THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. The following Pre-registrations Appointments become 
available on Ist February, 1955. 

1 in obstetrics. 

2 in general surgery. 

Applications, stating age, qualifications and experience, 

together with copies of 2 recent testimonials, should reach the 
Physician-Superintendent of the Hospital not later than 
8th January, 1955. 
LOWESTOFT AND NORTH SUFFOLK HOSPITAL, 
LOWESTOFT. (99 Beds.) HOUSE PHYSICIAN (Male or Female) 
required. The Ay is recognised for - tration Service 
and the Hospital is regularly visited by Consultant staff from 
the Norfolk and Norwich Hospital. Salary £425, £475 or £525 p.a. 
according to experience, less £125 for residence. Alternatively, 
as SENIOR HOUSE PHYSICIAN, salary £745 p.a., less £150 
for residence. Membership of a Medical Defence Society is a 
condition of appointment. 

Applications, stating age, qualifications and experience, 
with names and addresses of 2 referees, to Hospital Secretary. 


LOWESTOFT AND NORTH SUFFOLK HOSPITAL, 
LOWESTOFT. (99 Beds.) SENLOR HOUSE SURGEON required. 
Salary £745 p.a., less £150 for residence. The Hospita] has 
a Consultant General Surgeon and is regularly visited by Con- 
sultants in all specialties from the Norfolk and Norwich Hospital. 
Applications, stating age, qualifications and experience with 
names and addresses cf 2 referees, to Hospital Secretary. 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
Ny for = foliowing REGISTRAR posts :— 
AN 
St. Luke’s Hospital, Bradford, and other hospitals in the 
Bradford A Group (resident). 
Dermatology 


Duties mainly at the Bradford Royal Infirmary (40 dermato- 
logical beds). Large Outpatient Department—5000. new cases 
annually (resident). 

G } — 


icine 

Halifax Group (110 general medical, 380 geriatric, beds). 
Duties divided equally between general medicine and geriatrics 
(non-resident but accommodation may be arranged for a single 








man). 
General Surgery 

Hull A Group, mainly at Western and Kingston General 
Hospitals (150 general — beds) (resident or non-resident). 
Recognised for F.R. ae 
Genito-urinary Surge: 

Bradford Royal Tameunesy (66 genito-urinary and 84 general 
surgical beds), and the Duke of York Home (Section 5 beds). 
Approximately 1/5th of the duties will be general surgical 
(non-resident ). 

Ophthalmology 

(a) Huddersfield (22 eye beds—i800 new outpatients 
annually) (non-resident). 

(ob) Halifax and Bradford A Hospital Management Com- 
mittee Groups. Duties divided equally between Halifax Group 
(11 eye beds—1800 new outpatients annually) and Bradford A 
(34 eye beds—5800 new outpatients annually ). 

(c) St. James’s Hospital (22 eye beds—5600 new outpatients 
annually) and the Public Dispensary, Leeds (non-resident). 
Orthopedic Surgery 

(a) Royal Bath Hospital, Harrogate (40 orthopedic beds). 
Duties in connection with the Regional Rheumatism Scheme 
(resident). 

(6) Duties mainly at Pinderfields General Hospital, Wake- 

field (70 short-stay and 160 long-stay orthopedic beds) and at 
fon be ne in the Wakefield A and B Groups (resident). 

SUC. 

tnitton Yrospital, York (1000 Beds) (resident or non-resident). 
Facilities for attendance at the Leeds University may be provided 
if the successful candidate is studying for the D.P.M. 

Applications, stating age, qualifications and details of appoint- 
ments held showing dates, with names and addresses of 3 referees, 
to the Secretary, Joint trars Committee, Park-parade, 
Harrogate, not inter than 30th December, 1954. 


LEEDS, 9. ST. JAMES’S HOSPITAL. Leeds A ‘Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners (Male and Female) for 
the appointment of SENIOR HOUSE OFFICER (orthopedics). 
The appointment will be for a period of 1 year and the sa 
will be in accordance with the agreed terms and conditions 
of service of hospital medical and dental staffs—namely, £745 
p.a@., with an appropriate deduction in respect of board, lodgings, 
and other services provided. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as ible. 

J. FOLKARD, Secretary to the C —— 
Administrative Offices, St. James’s Hospital, Leeds 





LEEDS. UNITED LEEDS HOSPITALS. The General 
INFIRMARY AT LEEDS. RESIDENT MEDICAL OFFICER 
required at the Ida and Robert Arthington Hospital, Cookridge, 
Leeds. The Hospital is used as a pre-convalescent annexe to 
the Teaching Hospital. The post is of Senior House Officer 
status and the salary is £745 p.a. 

Applications, giving age, qualifications, posts held with dates, 
and 3 names for reference, should be sent to the Secretary to 
the Board as soon as possible. 


LINCOLN. LAWN HOSPITAL, Union-road. (Mental 
Hospital for Private Patients—100 Beds.) LINCOLN NO. 2 
HOSPITAL MANAGEMENT COMMITTEE. JUNIOR HOSPITAL 
MEDICAL OFFICER (full-time or Locum Tenens). Salary end 
conditions of service in accordance with latest recommendations 
of Whitley Council. A small flat is available. 

Apply as early as possible to the Medical Superintendent. 
LIVERPOOL, 5. JOHN BAGOT HOSPITAL. Junior 
HOSPITAL MEDIC AL OFFICER required. Duties entail day- 
to-day responsibility for patients at the Hospital, which is a 
convalescent annexe to Walton Hospital. Accommodation is 
available for the successful candidate. This post is suitable for 
a candidate studying for a higher qualification, and opportunity 
will be given for experience in a selected spec iaity as Walton 
Hospital. 

Applications to the Secretary, Walton Hospital, Liverpool, 9, 
giving full details of age, qualifications and experience. 
LIVERPOOL RADIUM INSTITUTE, Liverpool, 7. Appli- 
cations are invited for a resident gm in the JUNIOR Bee 
PITAL MEDICAL OFFICER grade. Salary scale 2775—£50— 
£1075 according to experience. This appointment is particularly 
valuable to practitioners who contemplate adopting radio- 
therapy as a special career. On the other hand, it provides an 
excellent opportunity for studying for a higher qualification 
either in medicine or in surgery. 

Applications, giving particulars of age and experience, 
together with names and addresses of 2 referees, should reach 
the Medical Director by 31st December, 1954. 

LIVERPOOL. THE UNITED LIVERPOOL say rt Ae 
LIVERPOOL EAR, NOSE AND THROAT INFIRMARY pplications 
are invited for a post of SENIOR HOUSE orF CER 
Otorhinolaryngology for the period to 30th September, 1955. 

Apply as soon as possible on form obtainable from the Secre- 
tary, he ane Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 

LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL, (207 Beds.) HOUSE PHYSICIAN (pre-registration 
post), vacant 18th January, 1955. 

Applications, with names of 2 recent referees, to be sent to 
Hospital Secretary. 

LLANELLY HOSPITAL. (164 Beds.) Giantawe Hospital 
MANAGEMENT COMMITTEE. Applications are _ invi from 
registered medical practitioners for the post of JUNIOR HOS- 
PITAL MEDIC AL OFFICER (resident) for work in the Surgical 
Unit of 75 Beds. The post offers excellent experience in general 
surgery and the Hospital is recognised under the F.R.C.S. 
regulations. 

Applications, stating age, experience, and qualifications, to be 

dressed to the Hospital Secretary, ©? lanelly Hospital, Marble 
Hall-road, Llanelly. _ PRT ELE inves 
MANCHESTER (near). ALTRINCHAM GENERAL HOS- 
PITAL, ALTRINCHAM. (130 Beds.) SMe cya are invited for 
the ~  epeimaaaaaae post of JU) HOUSE OFFICER 
(s cal ) 

Applications to Group Soertany, The Hospital, Sinderland- 
road, Altrineham, Cheshire 
MANCHESTER > (near). “ALTRINCHAM GENERAL 
HOSPITAL AND ANNEXE, ALTRINCHAM. (130 Beds.) SENIOR 
HOUSE OFFICER (surgical ). This appointment affords excel- 
lent experience to suitably qualified candidates. Post recognised 
under F.R.C.S. regulations. 

Applications to Group Secretary, North and Mid-Cheshire 

Hospital Management Committee, The Hospital, Sinderland- 
road, Altrincham, Cheshire. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS. ee are invited for the post 
of SENIOR HOUSE OFFICER in Obstetrics. Applicants must 
have had previous hospital experience in general medicine and 
surgery, and in obstetrics. The post is recognised for purposes of 
the WRC .O.G. examination. The duties involve clinical 
responsibility for mothers and babies, and supervision of the 
work of pre-registration House Officers is also included. The 
appointment is for 12 months from Ist April, 1955. National 
scale. 

Application forms may be obtained from the undersigned and 
returned not later than 31st December, 1954. 

A. R. WISE, General Superintendent. 

Saint Mary’s Hospitals, W hitw: orth Park, Manchester, 13 
MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) SENIOR REGISTRAR in Psychia Bury and Rossen- 
dale and Rochdale Groups. Duties include attendance at 
Consultant Psychiatric Clinics and participation in treatment of 
inpatients and outpatients at hospitals in the 2 groups and 
possibly at Prestwich Mental Hospital, near Manchester, either 
concurrently with other duties or whole-time for not more than 
1 year during period of employment. 10th January, 1955. 

(b) 3 posts of NON-RESIDENT SENIOR REGISTRAR in 
Radiology :— 

(i) South Manchester Group (Withington Hospital). 

(ii) North Manchester Group (Ancoats, Manchester Northern, 

and Manchester Victoria Memorial Jewish Hospitals). 

(iii) Salford Group (Salford Royal Hospital, &c.). 
Arrangements may later be made for the persons appointed to 
transfer to the United Manchester Hospitals to continue training. 
14th January, 1955. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, be 
returned by dates stated. 27 
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MANCHESTER REGIONAL HOSPITAL BOARD. 
REGISTRAR in Anesthetics to the Bolton and District Group 
of hospitals, with main duties at Bolton Royal Infirmary and 
Bolton District Gene oy weeupttnl. Now vacant, recognised for 
the D.A. and F.F.A.R. 

Applications, a age, 


nationality, qualifications, experi- 
ence, and the names of 2 


referees, should be sent immediately 
to Group Secretary, Bolton and District Hospital Management 

Committee, The Royal Infirmary, Bolton. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for SENIOR HOUSE OFFICER post. Salary £745 p.a., less 
£155 p... for residential emoluments. 
Application forms may be obtained from the undersigned. 
H. R. Norra, General Superintendent. 


MAIDSTONE. WEST KENT GENERAL pio ethan 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITT 
apuic oe are invited for the appointment of REC EIVING 
ROOM OFFICER. Post vacant January, 1955. Salary £745 
a year with a deduction of £150 a year for residential emoluments. 

Applications to the Administrative Officer at the Hospital as 

soon as possible. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of 
HOUSE SURGEON.  6-month appointment. Post vacant 
January, 1955. Salary at the rate of £425, £475, to £525 
according to experience. A deduction at the rate of £125 a year 
is made in respect of board and lodging and other services 
provided. 

Applications should be forwarded as soon as possible to the 

Administrative Officer at the Hospital. 
MAIDSTONE. PRESTON HALL HOSPITAL, British 
LEGION VILLAGE, MAIDSTONE, KENT. Applications are invited 
for the post of JUNIOR HOSPITAL MEDICAL OFFICER 
at the above Hospital, which contains 330 Beds for the treatment 
of tuberculosis and includes major thoracic surgery. Candidates 
should have good experience in general medicine and in the 
treatment of pulmonary tuberculosis in adults. Appointment 
for 1 year in the first instance subject to renewal annually. 
Salary scale £775-£50-461075 p.a. 

Applications, stating age, qualifications and experience with 
relevant dates, together with names and addresses of 2 referees, 
to be sent to the Secretary to the Preston Hall Hospital Manage- 
ment Committee by 22nd January, 1955. 

NEWCASTLE. W. J. SANDERSON ORTHOPADIC 
HOSPITAL, GOSFORTH, NEWCASTLE UPON TYNE, 3. (121 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER required. Appointment is full- 
time and is resident. Preference given to those holding, or 
studying for, a higher qualification. The Hospital is for the 
treatment of orthopedic and surgical tuberculosis conditions 
in children up to the age of 16. Outpatients clinics are held in 
the County of Northumberland and the City of Newcastle, and 
-_ Senior House Officer may be required to conduct some of 
these. 

Applications, with names and addresses of 2 referees, should 
be sent to the Secretary, Newcastle upon Tyne Hospital Manage- 
ment Committee, Newcastle General Hospital, Westgate-road, 
Neweastle upon Tyne, 4. 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Applications are invited for the following appointments vacant 
on Ist February, 1955. All are pre-registration posts and the 
salaries in each case are at the rate of £425, £475, or £525 p.a. 
according to experience, less £125 p.a. for residential emolu- 
ments :— 

(1) Norfolk and Norwich Hospital, 

HOUSE SURGEON (Male or Female), Post recognised for 
Final F.R.C.S. examination. Duties entirely general surgical. 

(2) West Norwich and Norwich Isolation Hospitals 

HOUSE PHYSICIAN (Male or Female). Duties include 
acute medical, geriatric and infectious diseases. The beds at 
these units are under the control of the Consultant Physicians 
of the Norfolk and Norwich Hospital and the successful candi- 
date will be required to undertake general medical duties under 
their ans rv ision. 

itch Hosp 


orw ita 

HOU SE *sU RUE ON (Male or rN Post recognised for 
Final F.R.C.S. examination. The beds at this Hospital are under 
the control of the Consultant staff of the Norfolk and Norwich 
Hospital. 

(4) Norfolk and Norwich Hospital, Norwich 

Applications are aiso invited for the Sotlowing Senior House 
Officer appointment vacant Ist February 

SENIOR CASUALTY OFFICER AND OU ‘SE SURGEON 
(Male or Female) to the Septic Block (2 Casualty Officers 
employed). Recognised for Final F.R.C.S. examination require- 
ments, Salary £745 p.a., less £150 for full residential emoluments. 

Applications for all the above posts, stating age, qualifications 
and experience, with names of 2 referees, to be sent to Group 
Secretary, No. 6 Group Hospital Management Committee, 
St. Stephen’s-road, Norwich. 
NOTTINGHAM GENERAL HOSPITAL. 
SURGEON (pre-registration first 
immediately, for 6 months. 

Applications, stating age, qualifications ai oe e, to 
be sent to H. M. STANLEY, Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners (Male or 
Female—locum tenens considered) for the post of RESIDENT 
SENIOR ANASTHETIC HOUSE’ OFFICER. Duties to 
commence about 23rd December, 1954. Terms and conditions of 
service in accordance with published regulations of the Ministry 
of Health, £150 deducted for residential emoluments. 

Applications, stating age, qualifications and 
together with copies of testimonials, to be sent to— 

HENRY M. STANLEY, Group Secretary. 





Necrwich 


Resident House 


or eqcond B oe required 
Recognised for 8. 


experience, 


28 














NOTTINGHAM GENERAL HOSPITAL. Resident House 


SURGEON (pre-registration first or second post) required for 
8th February, 1955, for 6 months. Recognised for F.R.C.S. 
Applications, stating age, qualifications and experience, to 


be sent to H. M. STANLEY, Group Secretary. 
NOTTINGHAM AND MIDLAND EYE 
Required, SENIOR HOUSE OFFICER, duties to commence 
as soon as possible. Salary and conditions of service in accord- 
ance with Ministry regulations. 

Applications, stating age, qualifications 
together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Nottingham. 
NOTTINGHAM. CITY HOSPITAL. (804 Beds.) 
cations are invited for the post of HOUSE SURGEON 
3rd February, 1955. Recognised for pre-registration purposes. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. 
OXFOPD. UNITED OXFORD HOSPITALS. 
tions invited for post of NON-RESIDENT 
Pathology at the Radcliffe Infirmary. 

Applications, on form obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, to be received not later than 14th 
January, 1955. 

OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions invited for post of RESIDENT REGISTRAR in General 
Surgery at the Churchill Hospital with effect from Ist February, 


INFIRMARY. 


and experience, 


Appli- 
» Vacant 


Applica- 
REGISTRAR in 


1955. Appointment for 1 year in first instance, eligible for 
extension for a further year. 

Applications, on forms obtainable from Administrator, 
Radcliffe Infirmary, Oxford, to be received not later than 
14th January, 1955. 

OXFORD. UNITED OXFORD HOSPITALS. Applica- 


tions invited for post of Trainee RESIDENT SENIOR HOUSE 
OFFICER to Oxford Eye Hospital (52 Beds) with effect from 
mid-February. The successful candidate will, if found suitable, 
be appointed Resident Senior House Officer for 6 months from 
Ist October, 1955, at the Royal Berkshire Hospital (Ophthalmic 
Department) and a further 6 months as Senior Resident Officer 
at Oxford Eye Hospital at a salary of £850 p.a. Applicants 
must have had previous experience in ophthalmology. The post 
is recognised for the F.R.C.S. examination in ophthalmics. 
Applications, stating age, qualifications and experience, 
together with the names of 2 referees, to Administrator, Rad- 
cliffe Infirmary, Oxford, by Ist January, 1955. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
GENERAL HOSPITAL GROUP. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, PLYMOUTH. ‘SENIOR HOUSE OFFICER in Surgery, 
vacant 4th February, 1955, at the Devonport Branch, a Surgica) 
Unit (72 Beds). Recognise d for the F.R.C.S 
Applications, stating age, nationality, qualifications, 
experience, with names of 3 referees, to be sent to- 
ARTHUR R. CasH, Group Secretary. 
, Nelson-gardens, Stoke, Plymouth. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTER. 
1. Queen Alexandra Hospital, 
ecological beds ) 
HOUSE SURGEON, 
beds). 
2. Queen Alexandra Hospital and Royal Portsmouth 
Hospita 
ANAESTHETIST (Senior House Officer grade). 
for the F.F.A.R.C.S. Vacant now. 
3. Royal Portsmouth Hospital 


and 


Portsmouth (50 gyne- 


vacant 2nd February (126 surgical 


Recognised 


(a) HOUSE OFFICER for Pediatric and Medical beds 
(total 30). Vacant 16th January, 1955. 

(6) HOUSE OFFICER required in the Traumatic and 
Orthopedic Department (105 Beds). Duties mainly at the 
Royal Portsmouth Hospital. Vacant now. 

4. St. Mary’s Hospital 
HOUSE PHYSICIAN (pre-registration post), vacant 4th 


February (74 medical beds). 
HOUSE SURGEON posts (pre-registration), vacant 
January, 3lst January, 9th February (107 surgical beds). 
Applications, stating age, experience, and qualifications, 
together with noe of 2 referees, should be forwarded as soon 
as possible to L. ROGERS. 

35. Grove nay South, Southsea. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of RADIO- 
LOGICAL REGISTRAR (diagnostic) to the Portsmouth Group 
of hospitals, vacant now. A Diploma in Diagnostic Radiology 
would be an advantage, but candidates who have passed Part I 
would be considered. 

Forms of application may be obtained from the Acting Group 

Secretary, Portsmouth Group Hospital Management Committee, 
35, Grove-road South, Southsea, which should be returned to 
him, duly completed, on or before Tth January, 1955. Candidates 
may visit the above Group by arrangement with the Acting 
Group Secretary. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment, vacant 
now, of REGISTRAR in the Chest Services of the Group for 
duties at the Portsmouth Chest Clinic and the tuberculosis 
wards at the Infectious Diseases Hospital and Saint Mary’s 
Hospital, Portsmouth, including experience with a major 
Thoracic Surgery Unit. 

Forms of application may be obtained from the Acting Group 
Secretary, Portsmouth Group Hospital Management Committee, 
35, Grove-road South, Southsea, which should be returned to 
him, duly completed, on or before 3rd January, 1955. Candidates 
may visit the above Clinic and hospitals by arrangement with 
the Acting Group Secretary. 


26th 
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PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTER. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of PACDIATRIC 
REGISTRAR (non-resident) to the Portsmouth Group of 
hospitals. The holder of this appointment will be responsible 
for 70 peediatric beds and will also have the oversight of newly- 
born babies in a big Maternity Unit. Previous experience in 
diseases of children is essential and preference will be given to 
candidates holding the M.R.C.P. or D.C.H. Duties to commence 
16th February, 1955. 

Forms of application may be obtained from the Acting Group 

Secretary, Portsmouth Group Hospital Management Committee, 
35, Grove-road South, Southsea, which should be returned to 
him, duly completed on or before 3rd January, 1955. Candidates 
may visit the hospitals in the Group by arrangement with the 
Acting Group Secretary. 
PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE. (316 Beds and large Outpatient 
Department. Committee’s Base Hospital serving population 
of 177,000. Recognised for M.R.C.0O.G., D.Obst.R.C.0.G., 
D.C.H., F.F.A.R.C.S., F.R.C.S.) PONTYPRIDD AND RHONDDA 
HOSPITAL MANAGEMENT COMMITTEE. 

HOUSE OFFICER (surgical). 

HOUSE OFFICERS (medical). 

HOUSE OFFICER (pediatrics). 

HOUSE OFFICERS (obstetri 
To commence Ist February, 1955. Persons appointed will 
perform duties at other hospitals in the Group as required. 

Applications, stating | age, qualifications and experience, 

together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Court house- street, Pontypridd. 
READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of a 
JUNIOR HOSPITAL MEDICAL OFFICER in the Area 
Department of Diseases of the Chest, for duty in the Reading 
Chest Clinic. Starting salary within the scale will be fixed by 
agreement with Ministry of Health, according to qualifications 
and experience. 

Applications, stating age and qualifications, together with 
names of 3 referees, should be sent to the Group Secretary at 3, 
COraven-road, Reading, not later than 31st December. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (resident) required from 
Ist January, 1955, for duties in the Casualty and Admissions 
Department. This is a large general hospital with specialised 
departments dealing with all types cf acute medical and surgical 
cases. The post affords good opportunity for gaining tuition and 
experience. 

Applications should be addressed to Group Secretary, 

Romford Group Hospital Management Committee, Oldchurch 
Hospital, Romford, as soon as possible. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) HOUSE PHYSICIAN (resident) required from 25th 
January, 1955. Open to either pre-registration applicants or to 
fully qualified practitioners. Post tenable for 6 months. 

Apply to Group Secretary, Romford Group Hospital Manage- 

ment Committee, Oldchurch Hospital, Romford, as soon as 
possible. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER in Pathology required 
in this large general hospital containing well-equipped laboratory 
where excellent opportunities exist for gaining extensive 
experience. 

Applications should be sent immediately to Group Secretary, 
Romford Group Hospital Management Committee, Oldchurch 
Hospital, Romford. au ss 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) RESIDENT SENIOR HOUSE OFFICER in Anes- 
Deties required from mid-February, 1955. Post recognised for 

-A.R.C.S. Excellent opportunities exist at this Hospital for 
jab he tuition and experience in the administration of 
anesthetics. The equipment is the most modern available. 

Apply, giving full particulars, to Group Secretary, Oldchurch 
Hospital, as soon as possible. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER required in Neurosurgical 
Department. Post vacant from 3rd January, 1955. Suitable 
for candidates seeking higher medical or surgice] qualifications. 
Recognised for the F.R.C.S. (Eng.). 

ply to Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford, as soon as possible. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds. ) 
RESIDENT HOUSE PHYSICIAN (Male) required from 6th 
ig 1955. (Post not approved for pre-registration pur- 
poses 
+ Applications should be forwarded to the Secre . Romford 

Group Hospital Management Committee, Oldchurch Hospital, 

Romford, as early as possible. 
RUGBY. HOSPITAs. OF ST. CROSS. (152 Beds.) 
CASUALTY AND ACCIDENT OFFICER (Junior Hospital 
Medical Officer status). To include duties in the Orthopedic 
Department. Salary £775-£1075 p.a. Resident. 

Applications to Group Secretary, No. 20 Group Hospital 
Management Committee, Stoney Stanton-road, Coventry. 
RUGBY. HOSPITAL OF ST. CROSS AND ST. MARY’S 
HOSPITAL. HOUSE OFFICER in Midwifery and Gynecology 
required 19th January. Not pre-registration. Obstetric 40 Beds, 
(*yneecology 12 Beds. 


ent" Commit to the Secretary, Group 20 Hospital Manage- 





ent Committee, Stoney Stanton-road, Coventry. 

CUNTHORPE. WAR MEMORIAL HOSPITAL. (267 
Beds. } SCUNTHORPE HOSPITAL MANAGEMENT COMMITTEE. 
Vacancy for HOUSE SURGEON, 4th January, Senior House 
Officer grade. Post is recognised for pre-registration purposes 
and applications from suitable candidates will be welcomed. 

Applications, naming 2 referees, to Group Secretary. 











SALISBURY GROUP HOSPITAL MANAGEMENT 
COMMITTEE. PLASTIC AND ORAL SURGERY CENTRE, ODSTOCK 
HOSPITAL, SALISBURY. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the whole-time 
appointment of PLASTIC SURGICAL REGISTRAR. Post 
provides wide experience of all aspects of plastic surgery, 
including treatment of burns in a special Burns Unit, and 
opportunities for research. Some previous experience in general 
surgery essential. Married accommodation could pcssibly be 
1iade available. 

Application forms obtainable from Group Secretary, Odstock 
Hospital, Salisbury, should be returned within 10 days of the 
appearance of this. advertisement. 2 re 
SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
for D.C.H.) Applications are invited for the resident appoint- 
ment of HOUSE PHYSICIAN (pediatrics Recognised pre- 
registration post, vacant Ist January, 1955. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should 
be forwarded to W. STANSFIELD at Nether Edge Hospital, 
Sheffield, 11. a ca Lee ee 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited for the resident appointment of HOUSE SURGEON 
(orthopedics ). Recognised pre-registration post, vacant on 
15th January, 1955. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments (if any), and the 
names of 2 persons to whom reference can be made, should be 
forwarded to W. STANSFIELD at Nether Edge Hospital, 
Sheffield, 11. 

SHEFFIELD. CITY GENERAL HOSPITAL. Applications 

are invited for the resident appointment of HOUSE PHYSICIAN 

‘general medicine). Recognised pre-registration post, vacant on 
15th January, 1955. 

Applications, giving full details of age, nationality, qualifica- 

tions, present and previous appointments (if any), and the 
names of 2 persons to whom reference can be made, should be 
forwarded to W. STANSFIELD at Nether Edge Hospital, 
Sheffield, 11. 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited for the resident appointment of HOUSE SURGEON 
(general surgery). Recognised pre-registration post, vacant on 
15th January, 1955. 

Applications, giving full details of age, nationality, qualifi- 
cations, present and previous appointments (if any), and the 
names of 2 persons to whom reference can be made, should 
be forwarded to W. STANSFIELD at Nether Edge Hospital, 
Sheffield. 11 i : heh Moa 
SHEFFIELD. NETHER EDGE HOSPITAL. Applications 
are invited for the resident post of SENIOR HOUSE OFFICER. 
Main duties will be in connection with the Maternity Unit but 
will also be required to assist in the wards for long-stay medical 
cases. Small flat available on rental. 

Applications, giving full details of age, qualifications, present 
and previous appointments with dates, and the names of 2 
persons to whom reference may be made, should be forwarded 
to W. STANSFIELD, at Nether Edge Hospital, Sheffield, 11. 
SHEFFIELD REGIONAL TT ae BOARD. a 
HOSPITAL, BARNSLEY (182 Beds) ; ST. HELEN HOSPITAL, BARNSLE 
(226 Beds). Whole-time RESIDENT/NON- ‘RESIDENT 
REGISTRAR or SENIOR HOUSE OFFICER (pathology) 
required. (Single accommodation only available.) Primer ns on 
for 1 year in*first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 3rd January, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR (obstetrics and 
gynecology) for the Nottingham Hospital for Women. Candi- 
dates should preferably be Members of the Royal College of 
Obstetrics and Gynecology.- Work of the Hospital is mainly 
gynecological but 27 Beds available for abnormal obstetric 
cases. Appointment for 1 year in the first instance, reviewable 
annually. It has been agreed between the Sheffield Regional 
Hospita] Board and the Board of Governors of the United 
Sheffield Hospitals that, subject to satisfactory work and 
progress the tenure of the appointment will be divided between 
the Nottingham Hospital for Women and the Jessop Hospital 
for Women, Sheffield. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 3rd January, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL HOSPITAL/ROYAL INFIRMARY UNITS. Applications are 
invited for the non-resident post gg SENIOR REGISTRAR in 
Radiology at the above hospitals. Candidates should hold a 

Diploma in Diagnostic Radiology. The appointment is for 1 
year in the first instance and will be reviewed annually. It has 
been agreed in principle between the Board of Governors of The 
United Sheffield Hospitals and the Sheffield Regional Hospital 
Board that the appointment, if extended to the full period of 4 
years, will be divided, subject to satisfactory work and progress, 
between The United Sheffield Hospitals and a hospital in the 
Region. : 

Applications, cane age, qualifications and experience, with 
the names of 3 referees, should be sent to the Chief Adminis- 
trative Cees, The United Sheffield Hospitals, West-street, 
Sheffield, 1, not later than 3rd January, 1955. ; 
SUREWEBURY. EYE, EAR AND THROAT HOSPITAL. 
(70 Beds.) SENIOR HOUSE OFFICER (ophthalmic). Eye 
‘Unit 35 Beds. Post recognised for the D.O. Vacant Ist January, 
1955. 

Applications, with copy testimonials, to Group Secretary, 
Royal Salop Infirmary, Shrewsbury. 
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SHREWSBURY. ROYAL SALOP INFIRMARY. (241 WARE PARK HOSPITAL, Ware, Hertfordshire. (129 

Beds.) SENIOR HOUSE OFFICER (casualty), resident or Beds—Pulmonary Tuberculosis.) SENIOR HOUSE OFFICER 

non-resident. Duties from 9 a.m. to 6 P.M. daily, except Saturday (pulmonary tuberculosis) required early January. Resident. 

which will be 9 a.M.-1 P.M. Applicant required to do 1 week- Applications to Secretary, Hertford Hospital Management 

at cuir - 3. Post recognised for F.R.C.S. Committee, Hertford County. Hospital, Hertford (Tel. : 
pplications, 


with copy testimonials, to Group Secretary, 
Royal Salop Infirmary, Shrewsbury. 

SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE PHYSICIAN, for 
Pre-registration Service, vacant Ist January, 1955. 

Applications, with copy testimonials, to Group Secretary, 

Royal Salop Infirmary, Shrewsbury. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
HOUSE OFFICER (casualty) required, 1 of 2, for busy Casualty 
Department. Experience provided in orthopedic and plastic 
cases. 

Applications, stating age and qualifications, with names of 2 

referees, to Hospital Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
SENIOR HOUSE OFFICER required for Department of Obste- 
trics and Gynecology. Post vacant 14th January. Preference 
given to applicants with general and obstetric experience. 

Applications, stating age and qualifications, with testimonials, 
to Hospitsl Secretary before 31st December, 1954. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum HOUSE OFFICER (casualty) required, 1 of 2, for busy 
Casualty Department. 

Applications, stating age, qualifications, 

referees. to Hospital Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
SENTOR HOUSE OFFICER (casualty) required, 1 of 2, for busy 
department. Post vacant 3rd January. Experience provided 
in orthopedic and plastic cases. 
Applications, stating age and qualifications 
monials, to Hospital Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum SENIOR HOUSE OFFICER (casualty), 1 of 2, required 
for post vacant 3rd January. 
Apply Hospital Secretary. 
SCOTTISH NATIONAL BLOOD TRANSFUSION ASSO- 
CIATION. ASSISTANT MEDICAL OFFICER. Applications 
are invited for this post in the Western Regional Blood Transfu- 
sion Service with headquarters in Glasgow. In addition to the 
collection of blood from donors the post offers excellent laboratory 
experience in blood group serology. Salary £775-£1075 p.a. 
National Health Service (Scotland) superannuation regulations. 

Apply in writing to Regional Director, Blood Transfusion 
Service, 15, North Portland-street, Glasgow, C.1. 
SCOTLAND. NORTHERN REGICNAL HOSPITAL 
BOARD. Applications are invited for the post of MEDICAL 
REGISTRAR (Senior Registrar grade) in the service of the 
Board. The post, which is based on Inverness, is whole-time 
and non-resident. 

Further particulars and schedules of application can be 
obtained from the undersigned, with whom applications should 
be lodged by 15th January, re 5. 

M. FRASER, M.D 
Secretary alt ‘Administrative Medical Officer. 
Office of the Northern Regional Hospital Board, 

Raigmore, Inverness. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) CASUALTY OFFICER/SENIOR HOUSE 
OFFICER (orthopedic). Required for the above Hospital 
(Orthopedic Unit 74 Beds) in January. This Hospital is the 
centre to which all trauma from a large industrial town and 
port is directed, thus providing excellent experience in the 
treatment of traumatic conditions. 

Applications, with copies of testimoniais, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton 


with names of 2 


with 2 testi- 


STOKE-ON-TRENT. ORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (medical) required. 
Post vacant 12th January. Recognised for pre-registration 


experience. 

Applications, with copy testimonials, to the Group Secretary, 
Hospital Management Committee, Princes-road, Stoke-on-Trent, 
as soon as possible. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER in Obstetrics and Gynecology 
required. This is a new post and recognition for M.R.C.O.G. 
and D.Obst.R.C.0.G. has been applied for (2 House Officer 
posts already recognised ). 

Applications, with copy testimonials, to 
Hospital Management Committee, 
as soon as possible. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (general surgery) required, vacant shortly. 
Hospital recognised for F.R.C.S. examination, and post recog- 
nised for pre-registration. 

Apply, with copy testimonials, stating age, nationality and 
full details of previous service, to the Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (pediatrics) required. Recognised pre- 
registration post vacant January. 

Detailed applications, with copy testimonials, 
forwarded to the Group Secretary, Hospital 
Committee, Princes-road, Stoke-on-Trent, as soon as possible. 
SWANSEA HOSPITAL. (406 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners are 
invited to apply for the resident appointment of SENIOR 


Group Secretary, 
Princes-road, Stoke-on-Trent, 


should be 
Management 


HOUSE OFFICER in the Orthopwdic Department of the 
above Hospital. 
Applications, stating age, qualifications, and experience, 


should be addressed to the Group Secretary, Glantawe Hospital 
Management Committee, St. 
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Helen’s-road, Swansea. 





Hertford 2275). 
WARRINGTON GENERAL HOSPITAL. (368 Beds.) 
Applications are invited from persons experienced in angesthetics 
for the post of RESIDENT ANASSTHETIST (Male or Female) 
graded as Senior House Officer. The Hospital is recognised for 
the D.A. examination. Salary is £745 p.a., less a deduction of 
£130 p.a. for residential emoluments. 

Applications, stating qualifications and experience should be 
sent to— L. Boot, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 


WARRINGTON INFIRMARY. Applications are invited 
from qualified practitioners for the vacancy of RESIDENT 
ANASTHETIST (Senior House Officer grade), Male or Female, 
at the Warrington Infirmary. The Infirmary is recognised for the 
D.A. examination. Scale of salary £745 p.a., less £130 p.a. for 
residential emoluments. 
Applications to 
H. L. Boot, Group Secretary, 
Warrington and District Hospital ere Committee. 
c/o General Hospital, Warrington, Lancs. 
WATFORD AND DISTRICT PEACE MEMORIAL HOS- 
PITAL, WATFORD, HERTS. (198 Beds.) Applications are invited 
from ‘registered medical practitioners for the post of HOUSE 
PHYSICIAN at this Hospital. Salary according to the National 
Health Service scale. 
Applications, giving names of 2 referees, to be addressed to— 
CYRIL HOPKINSON, Administrator. 
WINDSOR. KING EDWARD VII HOSPITAL. House 
SURGEON in General Surgery required (Male or Female), for 
post vacant 20th January. Recognised for F.R.C.S. Preference 
given to persons seeking pre-registration post. Applicants 
required to be members of Medical Protection Society. 
Applications, stating age, nationality, qualifications with dates, 
with copies of recent testimonials, to Hospital Secretary, by 
3ist December. 
WOLVERHAMPTON GROUP. 
The Royal Hospital, Wolverhampton (An Associated 
Hospital] of the University of Birmingham Medical School) 
3 HOUSE OFFICERS (general surgery), approved for Pre- 
see i Service, vacant early January. 


OUSE OFFIC ER (Ear, Throat, and Nose Department), 
vacant now. 
bb a Hospital (Women’s Hospital), Wolver- 
ham 
HOUSE SE FIC ER (gy neecological and obstetric). Appoint- 


ment recognised for M.R.C.O.G. 
Service. Vacant 5th February. 

Applications, with copies of 3 recent testimonials, to be sent 
to Group Secretary, The Royal Hospital, Wolverhampton. 


WOODFORD GREEN, ESSEX. HARTS HOSPITAL. 
(100 Beds.) HOUSE OFFIC ER required, post vacant 26th 
January, 1955. The Hospital is a modern sanatorium with a 
Thovacis Surgical Unit and area chest clinic. The post offers 
exceptional opportunity for gaining experience in tuberculosis 
and diseases of the chest. The Hospital is close to the under- 
ground railway and within easy reach of Central London. 

Applicetions, with copy of a recent testimonial, should be 
sent to the Secretary, Forest Group Hospital Management 
Committee, Langthorne-road, E.11. a 
WORTHING HOSPITAL, Lyndhurst-road, Worthing, 
SUSSEX. WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners for 
the appointment of SURGICAL HGUSE OFFICER (Senior 
House Officer grade), vacant February, 1955. The post is 
recognised for the revised Fellowship regulations in respect of 
the 6 months training required by candidates for the Final 
Fellowship examination. 

Applications, stating age, qualifications, nationality, and 
experience, together with copies of 2 recent testimonials, to be 
forwarded to the Hospital Secretary as soon as possible. 

. OaKTON, Group Secretary. 
WREXHAM gd TREVALYN MANOR MATERNITY 
HOSPITAL, ROSSETT. Beds.) Applications are invited for the 
pose of HOUSE SU RUEON at the above Hospital, to commence 
lst February, 1955. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, should be addressed 
to the Group Secretary, Maelor General Hospital, Wrexham, 
as soon as possible. ey tial 
YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 

East Riding General Driffield, Yorkshire 
(247 Beds) 

SENIOR HOU SE PHYSICIAN, vacant Ist January, 1955. 
Salary £745 

Detailed applications, with references, 
Westwood Hospital, Beverley, Yorkshire. 
NEW YORK. ALBANY HOSPITAL, Albany, New York, 
U.s.4. NEUROLOGY RESIDENCIES available in 700-Bed, 
university-teaching, general hospital. Salary rango $1620- 
$2220 annually, plus laundry, uniforms and room. 

Address inquiries to Medical Director. 


NEW YORK. ALBANY HOSPITAL, Albany, New York, 
u.s.A. INTERNSHIPS and RESIDENC IES available in 700- 
Bed general, private Albany Hospital, directly connected with 
Albany Medical College. Approved for all major specialties. 
Participating in exchange-visitor programme. Salary range 
$1320-$2220 annually in addition to mec if uniforms and 
room. All appointments begin Ist July 
For further information apply to Sodical *Direc tor. 


Approved for Pre-registration 





Hospital, 


to Group Secretary, 
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NEW YORK. ALBANY HOSPITAL, Albany, New York, 
u.8.A. PSYCHIATRY RESIDENCIES available in 700-Bed, 
university-teaching, general hospital, with 60-Bed acute treat- 
ment Psychiatric Unit fully approved for 3 years training. 
Experience includes dynamically-oriented psychotherapy with 
children and adults, shock therapies and neurologic training. 
Salary range $1620-—$4000 annually plus laundry, uniforms and 
room. 

Address inquiries to Medical Director. 


BALTIMORE, MARYLAND, -S.A. FRANKLIN 

SQUARE HOSPITAL. ROTATING INTERNSHIPS available. 

Fully approved. Council on Medical Education, American 

Medical Association. 

gt to Franklin Square Hospital, Baltimore 23, 
.S 


a ” 





Public Appointments 


GAMBIA MEDICAL DEPARTMENT. Medical Officer 
required for general duties in Medical Department, Gambia. 
Candidates must have medical qualifications registrable in the 
United Kingdom and have surgical experience. The successful 
applicant would be required to take up duty at once. 
Appointment may be made as follows :— 

(a) on short-term contract (2 tours each of 18-24 months 
duration) with inclusive salary of from £1098 rising to £2610 
approximately a year ; after completion of contract a gratuity 
is paid at the rate of £37 10s. for each completed period of 
3 months service (including leave ). 

(6) from the National Health Service. Candidates may resign 
from the National Health Service but retain their superannuation 
rights up to 6 years and receive a gratuity (taxable) of 20% of 
the aggregate of their salary. Inclusive salary of candidates 
so appointed is in the scale £942—-£1860 a year. 

Starting salary in both cases depends upon qualifications 
and experience. Quarters provided at low rents. Free passages 
in both directions for Officer, wife, and up to 2 children under 
18 years of age. Income-tax at low local rates. Local leave is 
permissible and generous home leave is granted after each tour. 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD.117/12/04). 


HER MAJESTY’S OVERSEA CIVIL SERVICE. Medical 
BRANCH. NIGERIAN FEDERAL SERVICE. Applications are invited 
from doctors with medice| qualifications registrable in the 
United Kingdom for the following posts in the Nigerian Federal 
Medical Service. 

MEDICAL OFFICERS for general duties in curative and 
preventive medicine and to carry out other duties in connection 
with epidemic diseases if required. 

MEDICAL OFFICER OF HEALTH for administration of 
the preventive medical service and the control of sanitary 
matters. May be required to perform duties of Port Health 
Officer if posted to sea or airport. May also be required for 
Medical Officer duties (see above). Candidates for these posts 
should possess a Diploma in Public Health. A Diploma in 
Tropical Hygiene, though not essential, is desirable. 

MEDICAL OFFICER (Surgeon—Special grade) for general 
surgical and medical duties assigned to him. Candidates will 
initially be required for duty in a Senior Service Nursing Home 
in Lagos. Applicants must be Fellows of the Royal College of 
Surgeons and have had ‘4 years post-registration experience. 

MEDICAL OFFICER (Physician—Special grade) for general 
medical duties as assigned. Initial posting at a Senior Service 
Nursing Home in Lagos. Candidates must possess membership 
of the Royal College of Physicians and have had 4 years post- 
registration experience. 

Opportunities exist for transfer and promotion to posts in the 
Regions of Nigeria and elsewhere in Her Majesty’s Oversea Civil 
Service outside Nigeria. 

Appointments may be made as follows :— 

(a) On 3 years probation for permanent and pensionable 
employment with retiring age of between 45 and 55. Pensions 
(which are non-contributory) are at the rate of 1/600th of final 
pensionable emoluments for each completed month of reckonable 
services. 

(b) From the National Health Service. Candidates may resign 
from the National Health Service but retain their superannuation 
rights up to 6 years and receive a gratuity (taxable) of 20% of 
the aggregate of their salary. 

Salaries, including pensionable expatriation pay, for officers 
under (a) and (b) range from £950 to £1850 a year for ordinary 
Medical Officers and from £1170 to £1850 a year for Special grade 
Medical Officers. Many doctors receive promotion to more senior 
appointments, carrying higher salaries, before they reach the 
higher points in this salary scale. 
or (c) On short-term contract (2 tours of 18 months duration 
each) with inclusive salaries from £1164 to £2150 a year for 
Medical Officers and £1386—-£2150 a year for Special grade 
Medical Officers. On completion of contract a gratuity is paid 
at the rate of £37 10s. for each completed period of 3 months 
service (including leave). 

Starting salary in all cases depends on experience and war 
service. Officers appointed under (a) or (c) are required to 
contribute to a Widows’ and Orphans’ Pension Scheme. Quarters 
are provided at low rents. Free passages in both directions are 
provided for Officer and his wife. Payment of the cost actually 
incurred on 1 outward and 1 homeward passage for each of 2 
children under age of 18, subject to maximum of £75 in respect 
of the return journey for each child, is also granted. Income-tax 
at low local rates. Local leave is permissible and generous 
home leave is granted after each tour. A salaries commissioner 
is at present in Nigeria and any improvements made in the 
terms of service would apply to the holders of the above posts. 
t= Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, S.W.1 
(quoting reference No. BCD.117/409/02). 








HER MAJESTY’S OVERSEA CIVIL SERVICE. Medical 
BRANCH, MALAYA. HEALTH OFFICERS required for general 
health duties including traingng of hospital) assistants and nurses. 
Candidates —:ust possess medical qualifications registrable in the 
United Kingdom and a Diploma or Certificate in Public Health. 
Appointments are available :— 

(a) On 3 years probation for permanent and pensionable 
employment with pension (non-contributory) at age of 55. 
Basic pensionable salary is paid in the scale £890-—£50-—£1192-— 
£1276-£50-£1680 p.a. In addition, pensionable expatriation 
pay is payable to all officers at the rate of £266-£364 p.a. A non- 
pensionable expatriation allowance is paid to married officers 
without children at the rate of £91-£133 p.a., and to married 
officers with children at the rate of £182-£259 p.a. There are 
posts, specialist and administrative, available on promotion 
carrying higher salaries (up to about £3080 for the highest post). 
Promotion is often made before reaching the top (£1680) of the 
Health Officers salary scale. A temporary variable non- 
pensionable cost-of-living allowance is payable, according to 
salary and to family circumstances. This ranges from £56 to 
£497 a year. 

Note; Doctors with more than 1 years approved experience 
after age 25 (including service in Her Majesty’s Forces) enter 
the salary scale at points above the minimum according to 
their experience. 

(b) From the National Health Service. Candidates may resign 
from the National Health Service but retain their superannuation 
rights up to 6 years and receive a gratuity of 20% of the aggregate 
of their Malayan salary. Emoluments as under (a). 

(ec) On short-term contract for 3 years resident service. 
Emoluments as under (a). In addition agratuity at the rate of 
£100-£150 a year according to salary, is paid on expiry of contract. 

In all 3 types of appointment the rates of salary and gratuity 
refer to doctors eligible for “‘ expatriate terms ’’ under Malayan 
Regulations (i.e., those whose permanent homes are in the 
United Kingdom, Irish Republic. Australia, Canada, &c.). 
The climate is, for the tropics, healthy. European children 
do well up to the age of about 6 and schools are available locally. 
Income-tax is payable at Malayan rates which are lower than 
those in the United Kingdom. Government quarters with 
heavy furniture are provided at a low rental, or an allowance is 
paid in lieu of quarters. Free passages are provided for the 
Doctor, his wife, and children. under the age of 10 (not exceeding 
4 persons besides himself) on appointment and once each way 
during each tour of duty of 3-4 years. Generous home leave is 
granted. and local leave is permissible. 

Application forms can be obtained from the Director of 
Recruitment, Colonial Office, Sanctuary Buildings, Great Smith- 
street, London, S8.W.1 (quoting reference No. BCD.117/60/06). 
HER MAJESTY’S OVERSEA CIVIL SERVICE. Tan- 
GANYIKA. Male MEDICAL OFFICERS required for general 
medical duties. They must be prepared to go on tour and 
to train African staff. Appointments can be made on a permanent 
basis with pension (non-contributory) at the age of 45-55, or 
on short-term contract with gratuity on completion of satis- 
factory service. A doctor in the National Health Service may 
resign from the National Health Service but retain his super- 
annuation rights (up to a limit of 6 years) and receive a gratuity 
of 20% of the aggregate of his salary after his service. Salary 
scale ranges from £1116 to £1836 p.a. A temporary cost-of- 
living allowance at the rate of 10% of salary is also payable, 
subject to a maximum of £162 p.a. making gross emoluments 
of £1228-£1998 p.a. Opportunities exist for promotion to 
posts carrying higher salaries before reaching the top of the 
£1228—£€1998 scale. Starting salary will be determined according 
to qualifications and experience. Extra increments are given 
for approved higher qualifications. Quarters when available 
provided at low rental. Free passages provided in both directicns 
for Officer, wife and children up to the cost of 3 adult fares. 
Income-tax at local rates. Local leave is permissible and generous 
home leave is granted after each tour of from 2 to 3 years. 
Educational facilities are available in East Africa. Social and 
recreational amenities are good. Candidates must possess medical 
qualifications registrable in the United Kingdom. 

Application forms can be obtained from the Director of 
Recruitment, Colonial Office, Sanctuary Buildings, Great Smith- 
street, London, S.W.1 (quoting reference No. BCD. 117/8/02). 
HER MAJESTY’S OVERSEA CIVIL SERVICE. Medical 
BRANCH, UGANDA. POLICE SURGEON required in Medical 
Department, Uganda, to carry out post-mortem examinations, 
generally to undertake major forensic work and give evidence 
in such cases in court. Candidates must possess medical qualifica- 
tions registrable in the United Kingdom and have had relevant 
experience, Preference will be given to holders of a Diploma of 
Clinical Pathology or the M.D. (Lond.) in Pathology who would 
be eligible for higher starting salary. Appointment can be made 
(subject to 2 years probation) on a permanent basis with pension 
(non-contributory) at the age of 45-55. Candidates in the 
National Health Service may resign from the National Health 
Service but retain their superannuation rights (up to 6 years) 
and receive a gratuity of 20% of the aggregate of their salary 
after the end of their engagements. Pensionable emoluments 
range from £1116 to £1836 p.a. In addition a temporary (non- 
pensionable) cost-of-living allowance ranging from £112 to 
£162 a year is payable. Starting-point in the scale is deter- 
mined according to age, qualifications and experience. Pension 
is earned at the rate of 1/600th of the final pensionable emolu- 
ments for each completed month of service. Quarters are 
Ss at a rental of 74% of basic salary plus a furniture rental. 

ree first-class sea passages are provided in both directions 
for Officer and wife and up to 1 adult passage for children. 
Where Government approves travel by air up to 4 adult passages 
ars provided for Officer and family. Income-tax at local rates, 
Local leave is permissible and generous home leave is granted 
after each tour of from 30 to 36 months duration. Educational 
facilities are available in East Africa. 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, 
S.W.1 (quoting reference No. BCD. 117/9/014). 
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HER MAJESTY’S OVERSEA CIVIL SERVICE. Medical 
BRANCH, SOUTHERN CAMEROONS. MEDICAL OFFICER 
required to carry out general medigal duties in hospitals and/or 
rural health duties. Candidates should possess medical qualifica- 
tions registrable in the United Kingdom. 

Appointment may be made as follows : 

(a) On 3 years probation for permanent and pensionable 
employment with retiring age of between 45 and 55. Pensions 
(which are non-contributory) are at the rate of 1/600th of final 
pensionable emoluments for each completed month of reckon- 
able services. 

(6) From the National Health Service. Candidat may 
resign from the National Health Service but retain their -uper- 
annuation rights up to 6 years and receive a gratuity (taxable) 
of 20% of the aggregate of their salary. 

Salaries, including pensionable expatriation pay, for officers 
appointed under (a) or (6) range from £950 to £1850 p.a. 
or (c) On short-term contract (2 tours of 18-24 months duration) 
with inclusive salary of from £1164 p.a. rising to £2150 p.a.; 
on completion of contract a gratuity is paid at the rate of 
£37 10s. for each completed period of 3 months service (including 
leave ). 

Officers appointed under (a) or (¢c) are required to contribute 
to a Widows’ and Orphans’ Pension Scheme. Starting salary 
in all cases depends on experience and war service. Promotion 
to senior posts carrying higher salary often takes place before 
an Officer reaches the top of the scale shown above. Quarters 
are provided at low rents. Free passages in both directions are 
provided for Officer and his wife. Payment of the cost actually 
incurred on 1 outward and 1 homeward passage for each of 
2 children under age of 18, subject to maximum of £75 in respect 
of the return journey for each child, is also granted. Income- 
tax at low local rates. Local leave is permissible and generous 
home leave is granted after each tour. A salaries commissioner 
is at present in Nigeria and any improvements made in conditions 
of service, salary, &c., would apply to the holder of this post. 

Application forms from Director of Recruitment, Colonial 


Office, Sanctuary Buildings, Great Smith-street, London, 
8.W.1 (quoting reference No. BCD. 117/361/01). 
GLOUCESTERSHIRE COUNTY COUNCIL. Applica- 


tions are invited for the appointment of ASSISTANT COUNTY 
MEDICAL OFFICER OF HEALTH (Male). Salary in accord- 
ance with the Whitley Council for the Health Services, Medical 
Council, £950 p.a. rising by £50 to £1300 p.a. Commencing 
salary will be determined on previous experience. Applicants 
must be registered medical practitioners and possession of a 
Diploma or Certificate in Public Health would be an advantage. 
The post is superannuable and is subject to a medical examina- 
tion. Must be able to drive and possess a motor-car ; travelling 
and subsistence allowances in accordance with the County scale. 

Forms of application with particulars of duties and conditions 
of appointment may be obtained from the County Medical 
Officer of Health, Berkeley House, Berkeley-street, Gloucester, 
te whom completed applications should be sent not later than 
14th January, 1955. 


Guy H. 
Shire Hall, Gloucester. 


GOLD COAST LOCAL CIVIL SERVICE. Gold Coast 
MEDICAL SERVICE. SPECIALIST (Obstetrician and Gynecolo- 
gist) required to take charge of all obstetrical and gynecological 
cases in a large hospital in the territory and to give opinions 
on all cases referred for advice by Medical Officers and private 
practitioners. Candidates must possess either a Fellowship of 
1 of the Rad Colleges of Surgeons (with obstetrics and. 
gynecology forming special subjects of the examination) or 
Membership of the Royal College of Obstetricians and Gynecolo- 
gists. 4 years full-time experience in the work of this specialty, 
under the direction of a fully qualified specialist, is required. 
Appointment will be to the Gold Coast Civil Service on short-term 
contract of 2 tours of 18-24 months in the first instance with 
gratuity on satisfactory completion of service. Basic salary 
scale would be £2400-£100—-£2700 a year. Gratuity would be 
at the rate of £37 10s. for each completed 3 months of service. 
Candidates in the National Health Service may resign from the 
National Health Service but retain their superannuation rights 
while in the Gold Coast (up to a maximum stay of 6 years). 
Salary, in this case, would be in the scale £1900—£100-€2200 
a@ year, and officers would receive a gratuity (taxable) of 20% 
of the aggregate of their Gold Coast salary. Quarters provided 
at rental not exceeding £150 p.a. Income-tax at local rates. 
Free passages provided for Officer, wife, and up to 3 children 
under 13 years of age Annual local leave is permissible and 
generous home leave is granted after each tour. 
Application forms from Director of Recruitment, 
Office, Sanctuary Buildings, Great Smith-street, 
(quoting reference No. BCD.117/13/014) 


CEYLON GOVERNMENT. Applications are invited for 
the post of DIAGNOSTIC RADIOLOGIST in the Department 
of Health Services of the Government of Ceylon for an 18-month 
appointment. Place of employment will be the General Hospital, 
Colombo, and duties will include the training of officers of the 
Medical Department who are specialists in radiology fuller 
particulars of the department will be sent on application. This 
vacancy is to be filled by the United Kingdom as a contribution 
to the Ceylon Government under the Technical Co-operation 
Scheme of the Colombo Plan. Upper age limit 50 years ; salary 
scale £1700—£2750 according to experience, plus tax free oversea 
allowance £1400 (married) or £865 (single) p.a. Free furnished 
accommodation or an allowance in lieu. Free medical attention. 
Special clothing allowance. ‘Travel allowance for journeys on 


Davis, Clerk of the County Council. 


Colonial 
London, S.W.1 


duty. First-class return passage for selected candidate and 
family, if any. 
Write, giving full particulars of experience and qualifications 


and the names of 3 referees, to the Secretary, 
Division 5a, Savile-row, London, W.1. 
tiony7th January, 1955. 


Ministry of Health, 
Closing date for applica- 





BAHRAIN, PERSIAN QULF. GOVERNMENT OF 
BAHRAIN MEDICAL DEPARTMENT invites applications from British 
Male doctors for the post of ANAESTHETIST. Age 28-33. D.A. 
qualification essential. Preference given to those who can 
combine this with other medical duties. Minimum salary £1697, 
rising £45 annually, no allowances. Private practice among 
Europeans only. No income-tax. Free quarters with hard 
furniture and car. Agreement for 2 years, renewable, with 5 
months home leave on full pay and free air passage every 2 
years for doctor and wife, but not family. 

Applications, showing candidates career, age, family responsi- 
bilities, 3 testimonials and photograph, should be sent to the 
C.M.O., Bahrain Government Hospital, Bahrain, Persian Gulf. 
BIRMINGHAM. CITY OF BIRMINGHAM. Public 
HEALTH DEPARTMENT. Whole-time ASSISTANT MEDICAL 
OFFICER (Male or Female) for Maternity and Child Welfare. 
Applicants should have had experience in work with mothers 
and children, including a 6 months resident post in a maternity 
hospital and in a children’s hospital. The D.P.H. will be con- 
sidered an additional qualification. The duties will be mainly 
in connection with maternity and child welfare as well as the 
medical aspects of the care of deprived children. Salary £950- 
£50-£1300 p.a. according to qualifications and experience. 


Pension scheme (including Widows and Orphans); medical 
examination. 

Form obtainable from Medical Officer of Health, Council 
House, Birmingham, 3. Applications, with 3 recent testimonials, 


to be returned by 15th January, 1955. 

GLASGOW CORPORATION. Health and Welfare 
DEPARTMENT. Applications are invited from registered medical 
practitioners for appointment as Whole-time ASSISTANT 
PRINCIPAL MEDICAL OFFICER in the School Health 
Service. Candidates should have had considerable experience 
in the ascertainment of mentally handicapped children and in 
child psychiatry. Possession of D.P.M. an advantage. Salary 
scale is £1250-£50-£1500. The appointment is superannuable 
Subject to age, qualifications and medical examination. 

Applications, stating age, qualifications, &c., together with 
the names of 3 referees, should be lodged with me in an envelope 
marked * Appointment Assistant Principal Medical Officer, 
School Health Service,” not later than 3rd January, 1955. 

City Chambers, Glasgow. VILLIAM KERR, Town Clerk. 
NOTTINGHAMSHIRE COUNTY COUNCIL. Public 
HEALTH DEPARTMENT. Appointment of Medical Officers. Applica- 
tions invited from registered medical practitioners (either sex) 
for either of the following whole-time appointments :— 

SENIOR CLINICAL MEDICAL OFFICER : s 

Salary within the scale £1150-—£50-£1400, subject to a maxi- 
mum commencing salary of £1300 p.a. 

Applicants should : 

(a) Possess the D.P.H., D.C.H., 

(b) Have had at least 3 years 
Clinical Medical Officer in the Ante-Natal, Child Welfare, and 
School Health Services of a Local Authority since July, 1948. 

(c) Have been approved by Ministry of Education for, and 
have had substantial experience in, the ascertainment of educa- 
tionally subnormal children. 

ASSISTANT COUNTY MEDICAL OFFICER : 

Salary £950—£50-£1300, or if holding a Diploma in Public 
Health £1100—£50-£1300. 

Application forms and conditions of appointment from the 
County Medical Officer, County Hall, Trent Bridge, Nottingham. 
Applications by 3lst January, 1955. 

R. Davis, Clerk of the ¢ ‘ounty Council. 


or comparable qualification. 
experience as whole-time 


SWINDON. BOROUGH OF SWINDON. Appointment 
of ASSISTANT MEDICAL OFFICER OF HEALTH AND 
BOROUGH SCHOOL MEDICAL OFFICER. Applications 


are invited from duly qualified medical practitioners for the 
appointment of Assistant to the Medical Officer of Health and 


Principal Borough School Medical Officer, who is also Area 
Medical Officer under the Wiltshire County Council. The 
present salary is at the rate of £950 p.a., rising by annual 


increments of £50 to a maximum of £1300 p.a, 

Applications, together with the names of 3 persons to whom 
reference may be made, must be submitted to the Town Clerk, 
Civie Offices, Swindon, by 10th January, 1955. Further 
particulars will be supplied on request. 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies. 


Manchester. Premises at end of St. John-street com- 
prising 3 ground-floor offices, 2 first-floor offices, 2 second-floor 
offices. Total floor area 1260 square feet. Very suitable indeed 
for a group of specialists who are prepared to share this self- 
contained and compact accommodation. Rent £450 p.a. R.V. 
£138.—W. H. Sutron & Sons, 60, Spring-gardens, Manchester, 2. 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 








LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 7 
Professional, technical and personal typewriting. Dupli- 


cating, circularising, &c., efficiently and speedily executed.— 
* MowsBrRay,” 146, Bishopsgate, E.C.2 (BIS. 2545, BAR. 7665) 
Applicants for posts requiring testimonials copied or 
duplicated should communicate, with MANTON SECRETARIAL 
SERVICE, LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

Microscopes. Highest prices paid for good modern types 
Send or ey A your equipment for valuation.—WaALLACE HEATON 
LTD., 127, New Bond-street, W.1. 

Boyle aa anesthetic machine, taryagesoopes, and 
= equipment, £50 complete or nearest offer.—Dr. ELL, 

Ovington-on-Tyne, Northumberland. 
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ilmtab |” 


ERYTHROCIN 


filmtab ... for faster drug absorption 


Now, there’s no delayed action from enteric coating. 

The new tissue-thin Filmtab coating (marketed only by 
Abbott) starts to disintegrate within 36 seconds after the 
patient swallows it—makes the antibiotic available for 


immediate absorption. 


filmtab... for earlier biood levels 


Because of the swift absorption, the patient gets high blood 
levels of ERYTHROCIN (Erythromycin Stearate, Abbott) 
in less than 2 hours—instead of 4-6 hours as before. Peak 
concentration is reached within 4 hours, with significant 


concentrations lasting for 8 hours. 


filmtab... for your patients 


It is easy on the patient for compared with most other 
widely-used antibiotics, Filmtab ERYTHROCIN is less likeiy 
to alter normal intestinal flora, Prescribe Filmtab 

He ey IN é susceptible cocci ections—ev¢ ; 
ERYTHROCIN for all susceptible coccie infection ven © Trade Merk for Abbett’s Alm scaled tabl 
when the organism is resistant to other antibiotics. patent applied for 


Available in bottles of 25, 100 (100 and 200 mg.) 


Prescribe E RYT HR O Cc IN Stearate 


(ERYTHROMYCIN STEARATE, ABBOTT) 


Oftott ABBOTT LABORATORIES LTD PERIVALE GREENFORD 
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WHISPER 


A 


CAN BE 
A 
SHOUT 


FOR 
TYROZETS 


Antibiotic-Anaesthetit Throat Lozenges 
sb 


When the victim of a sore throat can hardly whisper . . . the 
condition shouts for ‘TyRozETS’. These pleasant, slow- 
dissolving lozenges soothe the irritated mucosa through their 
harmless analgesic content, and exert a continuous germi- 
cidal effect against the gram-positive bacteria commonly 
found in the larynx and the oral cavity. 

*TYROZETS’ rapidly relieve pain and discomfort—carry anti- 
bacterial medication into minute tissue crevices —combat the 
pathogenic invaders by concentrated local antibiotic action. 
The principal ingredients of ‘TYROZETS’ (tyrothricin 1 mg. 
and benzocaine 5 mg. per lozenge) are combined in ideal 
proportions to give maximal therapeutic response in the 
treatment of mouth and throat infections. 





The basic N.H.S. Price of ‘Tyrozets’ 
is 1/8d. per special plastic vial. 











**Tyrozets’ is a Registered Trade Mark 


N.H.S. 
PRESCRIBABLE 
ON FORM E.C.10 
) EEE ¢ SHARP & DOHME LTD., HODDESDON, HERTS. 
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